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Abstract  
Purpose: To gain a better understanding of clinical psychologists’ experiences of 
embedding team formulation meetings in multidisciplinary (MDT) settings and make 
recommendations for how best to conduct this work. 
Design: Thematic analysis of semi-structured interviews with 11 clinical psychologists 
working in NHS adult mental health settings including community mental health teams 
(7), rehabilitation and recovery units (2) and outreach and recovery teams (2). One 
participant worked in a privately owned rehab and recovery unit. 
Findings: Two main themes were identified ‘Implementing team formulation can be 
challenging’ and ‘Team formulation creates space to broaden thinking’.  Participants 
reported difficulties embedding team formulation in services and developing it as a shared 
practice, and made suggestions for how to overcome these.  Facilitating was a complex 
task, which required training and supervision.  The value of team formulation to teams 
included creating space to reflect and discuss different perspectives, as well as increasing 
the role of psychosocial perspectives within teams.  These were thought to increase 
understanding and empathy, as well as spread psychological knowledge and improve care.   
Research limitations: Themes were based on a small sample and may not apply to other 
settings.  Participants were self-selected and the author had an interest in this topic, which 
may have impacted on results. 
Practical implications: A number of recommendations were highlighted, many of which 
reinforce suggestions from theoretical literature and practice examples, as well as 
providing further points to consider. 
Value: Recommendations are offered based on clinical psychologists’ experiences of 
implementing team formulation meetings. 
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Abstract  
Purpose: To gain a better understanding of clinical psychologists’ experiences of 
embedding team formulation meetings in multidisciplinary (MDT) settings and make 
recommendations for how best to conduct this work. 
Design: Thematic analysis of semi-structured interviews with 11 clinical psychologists 
working in NHS adult mental health settings including community mental health teams 
(7), rehabilitation and recovery units (2) and outreach and recovery teams (2). One 
participant worked in a privately owned rehab and recovery unit. 
Findings: Two main themes were identified ‘Implementing team formulation can be 
challenging’ and ‘Team formulation creates space to broaden thinking’.  Participants 
reported difficulties embedding team formulation in services and developing it as a shared 
practice, and made suggestions for how to overcome these.  Facilitating was a complex 
task, which required training and supervision.  The value of team formulation to teams 
included creating space to reflect and discuss different perspectives, as well as increasing 
the role of psychosocial perspectives within teams.  These were thought to increase 
understanding and empathy, as well as spread psychological knowledge and improve care.   
Research limitations: Themes were based on a small sample and may not apply to other 
settings.  Participants were self-selected and the author had an interest in this topic, which 
may have impacted on results. 
Practical implications: A number of recommendations were highlighted, many of which 
reinforce suggestions from theoretical literature and practice examples, as well as 
providing further points to consider. 
Value: Recommendations are offered based on clinical psychologists’ experiences of 
implementing team formulation meetings. 
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Why might we use team formulation? 
Over recent years, cuts and changes to NHS services have led to an increasing 
emphasis on consultation and leadership as a way for clinical psychologists to 
demonstrate their value beyond individual interventions (Onyett, 2007).  One such 
method of consultation is through the use of team formulation meetings where staff in 
Multidisciplinary teams (MDTs) are facilitated	 to develop a shared understanding and 
intervention (Johnstone, 2014).  Psychological formulation can be defined as: “a 
framework for describing a client’s problem or needs, how it developed and is being 
maintained… clinical psychologists will be able to draw on a number of models (bio-
psycho-social) to meet needs or support decision making and so a formulation may 
comprise a number of provisional hypotheses. (Division of Clinical Psychology; DCP, 
2010, pp.5-6). .Formulation is a core competency for clinical psychologists and is thought 
to have a range of benefits such as clarifying hypotheses or questions, building a 
therapeutic alliance and ensuring that interventions are “meaningful” (DCP, 2011). In 
addition to the benefits of individual formulations, team formulations are thought to help 
teams by increasing empathy, reducing blame and processing counter-transference 
reactions, as well as wider benefits such as facilitating communication and teamwork, 
drawing on and valuing the skills of different professions and improving morale (DCP, 
2011).   Since the publication of the DCP’s (2013) position statement against the use of 
diagnosis, many psychologists have argued that formulation could offer an alternative 
way of understanding mental health problems (Johnstone, 2014).  Team formulation has 
therefore been argued to be a way of increasing ‘psychological mindedness’ in teams and 
shifting cultures towards psychosocial perspectives (DCP, 2011), which may be one 
reason for the recent interest in its use (e.g. Casares & Johnstone, 2015).  Despite this, 
very little research has been conducted into how to implement team formulation, and the 
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structures and supports needed are often not available (Jackman, 2013). Much of the 
existing literature alludes to difficulties in embedding team formulation in practice (e.g. 
Johnstone et al., 2015; Hewitt, 2008) and many of its suggested benefits such as 
increasing ‘psychological mindedness’ (Onyett, 2007) are difficult to define and measure.  
These issues may limit the efficacy of team formulation and confound attempts to 
evaluate it. The aim of this research was therefore to gain a better understanding of 
clinical psychologists’ experiences of using team formulation meetings, how they 
negotiated difficulties in practice and what they perceived the impact of team formulation 
to be.  This information could then be used to develop recommendations for how best to 
conduct team formulation. 
 
What is the evidence supporting team formulation? 
Empirical articles on team formulation (Table 1) have mainly investigated 
stakeholder views and the effects of formulation meetings on staff understanding of 
service user’s difficulties.  Overall, staff feedback and outcome studies support the claim 
that team formulation may lead to some changes in the way that staff think and work.  
Given the recent interest in team formulation, it is surprising that there is so little 
published empirical research.  This is likely to be in part due to the difficulties with 
defining and measuring outcomes such as ‘psychological mindedness’ and isolating the 
effect of formulation from process and intervention.   
In the literature, some authors were particularly prolific, including Johnstone 
(Christofides, Johnstone & Musa, 2012; Hollingworth & Johnstone, 2014), Kennedy 
(Kennedy, 2008; Kennedy, et al., 2003), Berry (Berry et al., 2009; Berry et al., 2015) and 
Dexter-Smith (Craven-Staines, Dexter-Smith & Li, 2010; Dexter-Smith, 2010). Many of 
the authors cited each other.   
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These authors may have a particular interest in team formulation, which may bias the 
interpretation of findings. A wider evidence base is therefore needed to further evaluate 
outcomes. The majority of evidence also relates to inpatient or rehabilitation settings, 
which may limit its generalisability. All but one (Berry et al., 2015) of these studies used 
small samples (5-30 participants), and a minority of them were across more than one 
service (Berry et al., 2009; Berry et al., 2015; Chiffey et al., 2015; Christofides et al., 
2012; Walton, 2011). Meetings varied in duration, therapeutic modality and level of 
involvement of service users, meaning it may be difficult to compare outcomes (Jackman, 
2013). Though the literature cited in this review focuses on adult and older adult settings, 
there may be lessons that could be learned from the use of team formulation in services 
for young people (e.g. Milson & Phillips, 2015) and people with learning disabilities (e.g. 
Ingham, 2016).  
Much of the literature on team formulation has involved surveys or qualitative 
interviews to identify staff views. Whilst these studies give an insight into how staff 
experience team formulation, self-reported views are subject to self-presentation biases 
and reliant on participant self-awareness. Much of this literature is also published in 
professional newsletters rather than peer-reviewed journals which limits conclusions that 
can be drawn. Furthermore, research to date has not examined long-term outcomes of 
team formulation.  Many authors have argued that it can lead to a ‘shift in culture’ over 
time. However, how this might be operationalised and examined is unclear. This reflects 
difficulties in defining and measuring systemic changes, which may take time to emerge. 
Furthermore, variation in team formulation between settings makes it difficult to define as 
one practice.  Therefore, further research is needed into how best to implement and 
evaluate team formulation and what factors may limit its usefulness.   
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Why might psychologists be interested in team formulation? 
Many of the suggested benefits of team formulation, such as increasing empathy, 
could improve staff-service user relationships, which are known to be key predictors of 
recovery (Berry et al., 2011).  However, the mechanisms through which this might occur 
remains unclear. A recent unpublished qualitative study of stakeholder views by Herhaus 
(2014) suggested that team formulation might help through enabling teams to negotiate 
roles, manage uncertainty and create space. Similarly, the literature on team formulation 
suggests that it may create a space for reflection and enable MDT collaboration.  
Furthermore, many authors highlight the value of developing a formulation and increasing 
‘psychological mindedness’. 
Creating space for reflection 
Working with service users who experience high levels of distress is associated 
with high levels of stress and burnout (Taylor & Sambrook, 2012). Reflective practice is 
therefore endorsed by British Psychological Society guidelines (e.g. Onyett, 2007) as a 
way of deepening understanding, processing feelings and ensuring that responses are 
thought through (Schön, 1983). Supporting colleagues to reflect has been argued to be an 
important role for psychologists (Lee & Homes, 2015). However, there are many ways 
that this may be achieved, ‘reflective practice’ lacks a unifying definition, and the 
processes through which it might help remain unclear (Fisher et al., 2015).  Developing a 
safe space to reflect on issues may be an important function of team formulation and is 
valued by staff (Unadkat et al., 2015).  Despite this, service structures do not always 
support reflective practice sessions (Cowdrill & Dannahy, 2008).  The ‘task’ of 
developing a formulation and ideas for intervention may therefore help to justify time for 
reflection (Blee, 2015).  Furthermore, the formulation itself may allow the thoughts and 
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feelings aired in reflective groups to be integrated and referred back to (Unadkat et al., 
2015). 
Improving MDT collaboration 
Inconsistencies in how staff understand and approach mental health problems may 
lead to workers contradicting or working against one another (Colombo et al., 2003). 
Several authors have therefore argued that team formulation may enable open discussion 
and the integration of knowledge and ideas, all of which may improve team functioning 
(e.g. Lewis-Morton et al., 2015; Roycroft et al., 2015).  This has been supported to some 
degree by service evaluations (e.g. Hollingworth & Johnstone, 2014).  However, research 
has highlighted the need for staff to feel safe to speak openly (Blee, 2015). 
Developing a psychological formulation 
Psychological formulations have been argued to provide a holistic, individualised 
explanation of service users’ difficulties, incorporating psychological theory and research 
(Johnstone, 2014). However, the evidence base for formulation is limited, in part due to 
variations in practices and controversies concerning how to evaluate them.  Psychologists 
may draw on a range of psychological theories and develop several hypotheses when 
formulating.  Many authors argue that since formulations are hypotheses, rather than the 
‘truth’, questions around ‘reliability’ and ‘validity’ are less relevant than whether they are 
‘meaningful’ and ‘useful’ (Butler, 2006). Sharing formulations with MDTs is associated 
with increased understanding and decreased staff burnout (e.g. Kellett et al., 2014; Taylor 
& Sambrook, 2012), therefore, some of the benefits of team formulation may come from 
the understanding gained from the formulation itself.  
Increasing psychological mindedness 
Team formulation is suggested to increase the ‘psychological mindedness’ of 
MDT members (e.g. Johnstone, 2014; Onyett, 2007; Whomsley, 2010).  Psychological 
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mindedness is defined as the interest and ability to reflect on psychological and relational 
processes and the meanings of these, both intellectually and affectively (Hall, 1992).  
Greater psychological mindedness is associated with improved wellbeing (Trudeau & 
Reich, 1995) and emotional adjustment (Beitel & Cecero, 2003), both of which may 
protect against burnout (Hartley et al., 2015).  The ability to empathise is part of the 
definition of psychological mindedness (Hall, 1992) and is thought to lead to improved 
care (Berry et al., 2011).  Difficulties in defining psychological mindedness have meant 
that at times it is unclear whether authors are referring to psychological mindedness or 
something else (e.g. a more psychosocial understanding).  Furthermore, measuring 
changes in intrapsychic processes can be challenging and may be limited by self-report 
biases.  There is some evidence that case formulation skill is associated with 
psychological mindedness (Hartley et al., 2015).  Therefore, if team formulation improves 
staff case formulation skills more widely, this may improve their ability to understand and 
empathise with service users. Furthermore, it has been argued that team formulation could 
shift MDT culture from a biomedical focus to a more psychosocial one (DCP, 2011; 
Johnstone, 2014). However, whilst many staff report increased understanding and 
empathy following team formulation, it is unclear if this is the result of greater 
psychological knowledge or a more psychosocial understanding.   
 
What is missing from our understanding of team formulation? 
Several models of team formulation exist within the literature (e.g. Dexter-Smith, 
2010; Lake, 2008; Whomsley, 2010), however these are yet to be systematically 
evaluated. It is therefore unclear how best to implement team formulation or how it might 
compare to other forms of consultation. Furthermore, since the definition of team 
formulation encompasses a broad range of practices, it is difficult to draw overall 
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conclusions about its usefulness. Despite the predominantly positive staff feedback, much 
of the published literature on team formulation alludes to the need to negotiate staff 
attitudes towards it (e.g. Chiffey et al., 2015; Hewitt, 2008), as well as the importance of 
understanding team dynamics and functioning (Craven-Staines et al., 2010; Shirley, 
2010).  Since many of the suggested benefits of team formulation are systemic, such 
interpersonal issues may limit the efficacy of team formulation and attempts to evaluate 
this. Service users’ views on team formulation and how best to involve them in this also 
requires further exploration.   
Evaluating the efficacy of team formulation has been highlighted as a target for 
research, however at present, attempts to do so may be confounded by variation in 
practices and difficulties defining and measuring systemic (e.g. ‘culture change’) and 
intrapsychic outcomes (e.g. psychological mindedness or reflection).  Therefore prior to 
evaluating the efficacy of team formulation, research focusing on the experiences of 
clinicians running these meetings may help to develop our understanding of how meetings 
are being implemented, the difficulties they have faced and how they have negotiated 
these in practice.  This may help to inform the development of models of team 
formulation for future evaluation and best practice recommendations. 
Study Aims 
The aim of this study was to explore the experiences of clinical psychologists 
implementing team formulation meetings, including challenges that they have faced. This 
includes whether team formulation can lead to increased ‘psychological mindedness’, and 
what this might look like.  As there is very little research on team formulation, and 
previous qualitative studies have focused on different research questions and stakeholders, 
qualitative methods were employed in order to explore experiences and allow for novel 
insights.  This improved understanding of whether and how team formulation meetings 
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work may inform recommendations for how to implement team formulation.  
Method 
Research Design 
The study employed a qualitative analysis of one-to-one, semi-structured 
interviews conducted face-to-face or over the telephone.  Transcripts were analysed using 
inductive thematic analysis (Braun & Clarke, 2006).  
Participants 
  Collaborators from two health boards who had implemented team formulation 
across their adult mental health services agreed to oversee the research and send 
invitations to participate in the study.  Invitation emails (Appendix A), including 
participant information sheets (Appendix B) were sent to the 28 clinical psychologists in 
these areas. Twelve clinical psychologists (8 women) participated in this study. 
Participants had been qualified for 0 to 26 years (M=12.92 years, SD=9.59) and had been 
using team formulation for 0.5 to 15 years (M=3.63 years, SD=3.97).  Participants 
reported their experiences of using team formulation in a range of NHS settings, including 
community mental health teams (7), rehabilitation and recovery unit (2) and outreach and 
recovery teams (2). One participant spoke of their experiences working in a privately 
owned rehab and recovery unit. Teams consisted of staff from a range of disciplines 
including psychiatric nurses, social workers, psychiatrists, occupational therapists and 
independent living support workers. Participants reported having developed, attended or 
adapted and delivered team formulation training based on Johnstone (2011).  All 
participants reported that meetings involved reviewing service users’ histories and 
drawing on psychological theory and team reflections to develop a formulation and action 
plan, however some variation in the format of meetings was reported (Appendix C). 
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Meetings in one health board were usually more frequent and facilitated by a psychologist 
embedded within the team.  The other health board held less frequent meetings facilitated 
by an external consultant psychologist. 
Procedure 
  Participants were included if they were clinical psychologists with experience of 
facilitating team formulation meetings in adult mental health MDTs.  Participants were 
sent consent forms (Appendix D) with a participant information sheet and the interview 
questions (Appendix E).  Consent forms were completed in person or returned by post.  
Recruitment continued until the researcher judged that data ‘saturation’ (the point at 
which all questions had been thoroughly explored and no new concepts elicited) had been 
reached (Trotter, 2012). See appendix F for extended method.  
Semi-structured interview 
Interviews were guided by a semi-structured interview schedule informed by 
guidance from Smith & Osborn (2003).  Potential questions were informed by the 
literature review and the researcher’s clinical experience and were refined in collaboration 
with research supervisors and a clinical supervisor (LJ).  The interview (Appendix G) 
consisted of a number of open-ended questions with suggested prompts, covering five 
broad areas: 1) setting up/ running team formulation meetings, 2) the level of engagement 
from MDT members, 3) ways of understanding mental health in the team, 4) impact of 
team formulation on MDTs and their work and 5) any challenges they have faced and 
ways to overcome them.  Following the first interview, questions were reviewed with 
supervisors, resulting in additional prompts and a preamble.  The majority of interviews 
were conducted face-to-face at the participants’ place of work (7/12). Remaining 
interviews were conducted over the telephone.  Two of the telephone interviews 
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continued into a second session of which one started over the telephone and was 
completed in person. Interviews ranged from 35 to 85 minutes (M=61.93, SD=13.64) and 
were recorded and transcribed verbatim. 
Ethical Considerations 
The study was approved by the University of Surrey Faculty of Health and 
Medical Sciences Ethics Committee (Appendix H) and the Research and Development 
Departments within each health board (Appendix I) prior to data collection.  Participants 
were reminded of their right to withdraw and that the researcher would break 
confidentiality if there were safeguarding concerns.  Quotations were anonymised to 
ensure confidentiality and allow participants to feel safe to comment on practices.  
Analysis  
The principles of Thematic Analysis were used to organise the data, following the 
procedure outlined by Braun and Clarke (2006) (Appendix J), as this allows the 
identification of patterns within a group of participants. The analysis was conducted from 
a critical realist perspective, employing ontological realism alongside epistemological 
constructivism (Gorski, 2013).  Therefore, the existence of an objective reality was 
assumed, but it was acknowledged that interviews only reflect participants’ constructions 
of this reality within a context co-created with the interviewer. The credibility of the 
analysis was enhanced by following Yardley (2000)’s guidelines (see Appendix K).  
Interviews were transcribed and read several times to gain a full understanding 
and identify emerging patterns. Line by line coding at the semantic level was used to 
develop inductive coding frames for the first 5 transcripts (see Appendix M for examples 
of coding).  These were then compared and integrated into one coding frame, 
incorporating codes relating to latent themes (Appendix L). At this stage, codes across 
transcripts cohered into three broad themes: i) the context and initial implementation of 
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meetings, ii) the practicalities of running meetings and iii) their perceived impact. 
Remaining transcripts were analysed using the coding frame developed from participants 
1 to 5.  No new major concepts emerged from the remaining transcripts, therefore data 
saturation was judged to have been reached by participant 5, however further data allowed 
the themes to be refined and nuances to be developed. Coding and emerging themes were 
discussed with a research supervisor (KG) throughout the analysis, which enabled 
reflection on when saturation was considered to have been reached and how themes 
developed.  Furthermore, a reflective diary was kept throughout interviews and analysis in 
order to facilitate reflection and reflexivity throughout this process (see Appendix O for 
reflective statement). Final themes were reviewed with both research supervisors and an 
independent researcher. Differing interpretations of the data were discussed, which 
highlighted areas that required further clarification of interpretation or refinement of 
themes to reduce overlap.  Changes were agreed before themes were finalised (see 
Appendix N). 
 
Results 
The results will be presented narratively, with anonymised quotations to illustrate 
the themes.  Three superordinate themes were identified. The first of these enabled an in-
depth understanding of the context in which team formulation was introduced (e.g. type of 
service and staff mix). This theme was less crucial to addressing the research question and 
is used above to describe the sample. The two themes reported here are: 1. 
‘Implementing team formulation can be challenging’ and 2. ‘Team formulation 
creates space to broaden thinking’ (see figure 1. for thematic map and Appendix N for 
table of theme definitions). 
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The theme ‘Implementing team formulation can be challenging’ highlighted 
practical and interpersonal difficulties when implementing team formulation meetings.  
Embedding team formulation in MDTs required a psychologist who was both able to 
engage staff to share ownership of team formulation and facilitate skillfully. 
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Within the theme ‘Team formulation creates space to broaden thinking’, 
participants reported changes in the way that teams thought about and worked with 
service users.  These fell between changes that were linked to team formulation meetings 
providing a space to reflect and discuss different perspectives, and increased psychosocial 
perspectives within teams. 
 
1. Implementing team formulation can be challenging 
Finding time and gaining support for team formulation was challenging, requiring 
persistence and skill both within and outside of meetings.  
 
1.1. Sharing ownership of team formulation can difficult.  
 Embedding team formulation in busy MDTs required enthusiasm from staff and 
commitment from management. Practical challenges included the workload of organising 
and writing up meetings, following up actions, engaging staff and involving service users 
in the process of team formulation.  Although attempts were made at sharing the workload 
for team formulation, continued support from psychologists was needed.  Therefore, 
many of the practical challenges reflected an interpersonal struggle to share ownership of 
team formulation. 
  
Challenges sharing the workload of meetings. 
 Organising team formulation was time-consuming and challenging.  Most 
participants emphasised the importance of having regular pre-booked slots, though 
finding appropriate times was often difficult.   
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P1: …it does require in my experience quite a lot of pushing… Quite a lot of making sure 
it happens… practical back-up, like booking rooms and reminding people… sending e-
mails round… 
 
P2: …lots of people are not around at the same time… Trying to negotiate dates and time 
can be a practical issue... 
 
Work was needed outside of meetings in order to collate information and 
disseminate plans, which was usually carried out by psychologists or placement students.  
Some participants shared some responsibilities such as reviewing notes or inviting staff, 
which was seen as giving teams more ownership.  
 
P4: I think a lot of it is shouldered by psychology at the moment… it’s very time 
intensive... 
 
When staff had not prepared for meetings, external consultants might cancel them, 
whereas psychologists embedded in teams were more likely to hold the meeting but allude 
to the difficulties. 
 
P7: if [staff don’t] get that information together in time then we rearrange it so there’s a 
real message about the importance of doing that. 
 
P8: Just highlighting in the meetings… you know when we don't have that information 
readily available it takes longer to kind of flick through notes… 
 
Similarly, meetings were usually written up by psychologists, which could be very time-
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consuming. 
 
P3: …there are sometimes formulations that have been weeks in the writing as I just 
haven’t found time to do them. 
 
 Challenges in ensuring plans are followed through. 
 Some participants were unsure that the plans developed in formulation meetings 
were carried out and there was variation in whether these were followed-up. 
 
P12: - it would just go as a summary into the notes… we never actually formalised a 
structure or a kind of protocol for what we would do with the action points.  
 
P7: We do form- a plan at the end and we allocate the tasks to relevant people… [and] 
we would follow them up at the MDT [meetings]. 
  
 Challenges engaging staff. 
Many members of staff welcomed team formulation, particularly those who were 
seen as more ‘psychologically minded’.  
 
P6: social work were actually particularly supportive… they really liked the idea of, of 
team formulation…  
 
However, engaging some staff or teams was more difficult and psychologists 
needed to consider how to manage this, for example through offering training and 
developing meetings in consultation with staff. 
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P7: …[meetings] followed largely seamlessly from the training… that was a good place 
to start…  
 
P12: … having that kind of ‘buy in’ process… giving lots of opportunities for people to… 
voice why they… don’t think it’s a good idea. 
  
Support from management was seen as essential and psychologists therefore 
sought their agreement before introducing team formulation.   
 
P10: …having the management on board that’s the key issue because you do need that 
protected time and people need to be allowed to attend… 
 
 Participants also reported that medical colleagues were largely supportive of team 
formulation, which was seen as helpful. 
  
P10: …the psychiatrist who’s here is quite psychologically minded and uses a lot of that 
language so I think that helps. 
 
Despite efforts to engage teams when introducing team formulation, many 
participants reported ongoing challenges.  Staff often cited a lack of time, in addition to 
anxieties about being criticised, seeing meetings as pointless or as a threat to their more 
medical backgrounds.  
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P1: … my colleague has also had the feedback that people very much want advice and 
support but they’re still a bit scared about being exposed. 
 
P3: And the ones that aren’t psychological in their thinking tend to not want to get 
involved unless like I say it will benefit them directly… there’s just kind of the exc- every 
week I’ll go and say ‘is anybody coming?’ and they’ll say ‘oh I’m really busy, sorry I 
can’t come’. 
 
P2: what people have said is that they… see it as almost challenging the way that they’ve 
been trained- 
 
Being persistent but acknowledging that people are busy was seen as helpful.  
Some participants also focused on building relationships and offering smaller 
consultations, which reduced anxieties and built support. 
 
P4: …almost giving kind of taster sessions [laughs] and see if that then helps people say 
“oh this is really good- I wonder if we could try this model”… 
 
P12: …having that personal conversation, that also creates a slight obligation that 
because they are aware and because you’ve run it past them that they come along… 
 
Challenges involving service users. 
 Involving service users in the process of team formulation presented further 
practical and interpersonal challenges. Some facilitators felt that it was important to meet 
with service users beforehand to incorporate their perspective and in some teams care co-
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ordinators fed back outcomes of meetings to service users.  However, the extent to which 
service users were involved often depended on whether facilitators and staff were able to 
commit time to this.  Reactions from service users suggested that this process was not 
always meaningful to them. 
 
P8: I find it helpful to have met the client because … often every person in the team has 
worked with them… so… lots of kind of fixed beliefs are there and… that can be quite 
hard to- to see… 
 
P3: we don’t share the whole document… the care co-ordinator will go back and say 
“well the team thought this was going on and that if we do this, that might help”  
 
P10: … I’d say most people I’ve spoken to are quite indifferent actually… it is more 
helpful at this stage for staff 
 
There were therefore a number of challenges to developing team formulation as a 
shared practice, which required engaging staff in the face of competing demands and 
potential ambivalence. 
 
1.2. Team formulation needs a skilled facilitator 
  Facilitating team formulation was a complex task, which required the ability to be 
both reflective enough to hold onto individual biases and facilitate discussion, whilst 
being directive enough to manage issues (e.g. differences of opinion or dominant voices) 
and develop a formulation and action plan within a limited timeframe.  Many people 
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found the challenges of simultaneously facilitating and developing a formulation both 
anxiety-provoking and potentially exposing.  
 
P1: … this is the single most challenging and complex thing that I do …  there’s a lot 
going on… there’s keeping an eye on time, there’s the content, there’s wanting to get 
some kind of plan at the end… there’s wanting everyone to feel heard… there’s the 
dynamics in the room… there’s the different models running in parallel often 
contradicting each other… It’s trying to hold process and content together… there’s a lot 
of thinking on your feet… I quite typically come out meetings feeling “Well I didn’t 
handle that very well” 
 
 Facilitators needed to balance being directive enough to manage discussions and 
time, whilst ensuring that the team did not rush the formulation, which some staff found 
frustrating. 
 
P1: I could benefit often from being more reflective and less directive [but] the team does 
need to feel you’ve got something fairly specific out of it.  Or else they will feel “well 
that’s a nice discussion but I’m- I still don’t know what are- I’m gonna do” 
 
P6: sometimes, there was a degree of frustration from certain… sections of the team in 
wanting to get to a formulation very quickly 
 
 Skill was required to ensure that everyone was heard and not criticised.  Having 
allies in the room was seen as helpful in challenging dominant narratives without creating 
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conflict, as was validating different views when opinions were split and having a 
facilitator who was external to team dynamics. 
 
P3: …there is going to be tension, there will be conflicting views… And I want people to 
feel heard…  So, [using] all your therapy skills- in terms of validating and active listening 
and that kind of thing… 
 
 P1: it’s very very useful to have a supporter or “plant” in the room [I can] prompt them 
to make certain suggestions… 
 
Several participants identified a tendency to advocate for a position, which they 
felt was more ‘psychological’ or represented the voice of the service user. Others tried to 
remain impartial.  
 
P3: …I felt like the client was completely dismissed… I saw that as being part of my role 
then to bring her into the room even if I did cause some tension.   
 
P7: I feel like I’m standing on the cusp of the team, which I’m deliberately doing… so a 
different position would be sitting in the team with a stake in the client… 
 
Facilitators needed to manage dominant voices, for example, some psychiatrists 
appeared to expect their opinion to be valued over others or saw team formulation as a 
threat. Difficulties were usually managed through facilitating discussion and exploration.  
In some cases, not having more critical team members in the room was thought to be 
helpful.    
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P3: … I think that one of the challenges is when you have a psychiatrist there and they’re 
used the kind of holding court... They kind of wait and let everyone speak and then they 
come in and give the opinion that everyone should listen to! 
 
 
P7: … I would be asking how did that [diagnosis] show itself? … So that diagnosis and 
that medical account for someone’s difficulties is in the room… I won’t have everyone on 
board if I don’t pay attention to that. 
 
 
P5: …they might be hostile, the people who don’t turn up, but then they don’t cause a 
problem because they’re not there. 
 
 Another dilemma arose around whether the ‘client’ in team formulation was the 
service user or the team and the need to remain empathetic towards team members whilst 
trying to improve understanding of the service users’ perspective. 
 
P2: I think it can be a delicate balance to find... wanting to kind of challenge… but at the 
same time, I think the team in that sense is the client… You don’t want to be invalidating 
to them either. 
 Open discussions either within or following meetings were reported as a valuable 
way to manage difficulties if staff felt ignored. 
 
P1: I hope that I’ve been able to pick that up or they’ve felt able to say that to me… and 
then talk it through… I-I would take responsibility for saying I’m sorry it felt like that…  
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Gaining experience of meetings helped to reduce anxieties for facilitators, as did 
reducing pressure and feeling supported. 
 
P2: [I] found myself questioning a lot… if I’m going to be chairing this, I’m going to be 
expected to have some sort of answers…  
 
P2: … every time I’ve done a team formulation, either the same day or the day after, I’ve 
had supervision with one of the psychologists in the team  
 
P12: I suppose really it would be to put less pressure on myself as a facilitator… to kind 
of “trust in the process” a bit more.   
 
Some participants encouraged MDT staff to facilitate meetings but most had been 
unsuccessful, usually because staff lacked confidence.  When other staff had facilitated 
meetings, formulations were seen as less psychologically-informed, which meant that 
some participants were less keen to encourage this. 
 
P9: a couple of them did say that they wouldn’t feel comfortable about being able to get 
everybody’s views… Because I suppose they wouldn’t normally be treated that way… if 
it’s a staff nurse doing it, perhaps it would be easy to push through… another view? 
 
P11: …we’re probably torn… there are quite a lot of claims made about this is a special 
professional skill and… something that is rather important… So if you think it’s important 
well then - you should do them!  … versus maybe wanting to share the work out and… get 
other people more involved. 
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Facilitating was therefore a complex task, which involved negotiating interpersonal 
dynamics within teams, creating a safe space for multiple perspectives to be heard without 
causing conflict.  
 
2. Team formulation creates a space to broaden thinking 
Participants described how team formulation meetings provided a space for staff 
to think and discuss multiple perspectives in a way that widened discussions.  This was 
linked to both having a space to reflect together within teams, as well as increasing the 
role of psychological perspectives within MDTs. 
 
2.1. Team formulation creates a space to reflect and discuss different 
perspectives. 
Team formulation was thought to lead to a deeper understanding, increased 
empathy, reduced feelings of ‘stuckness’ and increased support and collaboration within 
teams.  
 
P8: …it’s about trying to slow people down… And get people to think and reflect more on 
what we’re doing and why we’re doing it rather than just doing it. 
 
P7: the feedback is that they find it very useful… in understanding the client and the other 
thing that’s an observation and I don’t know how long it lasts but their thinking shifts, 
they’re more empathic. 
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P10: people see the benefits for themselves in terms of their understanding and 
appreciating people generally but also how you can give them that confidence to manage 
certain situations that arise… 
 
Team formulation was seen as leading to better teamwork.  This included staff 
feeling more supported, developing a cohesive approach and sharing responsibility for 
risk. 
 
P8: …normally there is that more of a shared sense of responsibility… rather than [being 
able to] identify that one person is carrying that risk…  
 
P2: I see it as an opportunity to come together and share some of that and really 
understand where that person’s at.  And then kind of create some joint cause moving 
forward, you know “where are we going with this person, what does this person really 
need from us as a service?”  
 
 A range of ways of understanding mental health problems were identified in 
teams, however many saw the medical model as dominating, particularly during times of 
crisis.  Team formulation was therefore valued as a space to discuss different views, and 
give permission to question more dominant narratives. 
 
P9: [the medical model] particularly comes to the fore I think when people are very 
worried, when there are very risky situations or there’s a lot of anxiety over somebody…  
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P11: … people seem to be able to talk about both things at once… we’ll talk about 
someone’s… maybe has had a history of very difficult relationships… and that means they 
have great difficulty trusting… maybe that’s an explanation for the kind of challenges we 
get... But at the same time there will be talk about the way that they are… ‘they’re ill’- 
and the two don’t intercept. 
 
P3: [team formulation] gives people permission to… question things… some of the 
members [of staff] with the psychiatrists, they generally don’t question…  
 
Although there was the potential for conflict to arise through discussing 
differences, many participants felt that this could be a useful part of team formulation. 
 
P9: where there were… splits in opinions… people valued the chance to just get together 
and try to… yeah highlight that and to overcome it 
 
 Team formulation therefore provided a space to reflect and think in a way that 
valued multiple perspectives which was seen as increasing empathy and enabling more 
effective team working. 
 
2.2. Team formulation leads to a shift towards psychosocial perspectives. 
Facilitating team formulation meetings made psychologists more visible and 
allowed them to share knowledge and facilitate a shift towards more psychosocial 
perspectives.  This led to an increase in indirect working by providing consultation, 
training and supervision, all of which were felt to broaden the impact of psychology and 
increase psychological thinking and psychologically-informed care within teams.  
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P7: …[it provides] opportunities for psychology to lead the discussion… And to promote 
psychological underpinning of the conceptualisation of people’s difficulties… 
 
P5: I think it’s changed the position of psychology in these teams… they’re more at the 
centre of thinking about all the clients coming through… putting ourselves at the forefront 
of the pathway. 
 
P10: [staff] approach myself a lot more… in terms of “what do you think about this?” Or 
you know just general advice and consultation. 
 
 Although most participants identified that some staff members were already 
psychologically minded, many thought that staff were more open to psychosocial 
perspectives or that team formulation validated this way of thinking.  Many participants 
described the changes that they had seen as diffuse and difficult to identify, for example 
staff offering more psychological thinking in team formulation meetings, having a greater 
awareness of the role of trauma or using different language.  However, some participants 
reported more dramatic shifts in thinking and more psychologically informed care.  
 
P1: …I’ve had to do less and less [people] will say things instead of me and before me… 
I’m just… giving their discussion a few prompts, rather than having to… do the 
psychological work myself. 
 
P2: …I think people are really understanding things differently… one of the consultants 
came to the team formulation meetings every week and he was often saying how “we 
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don’t need to be diagnosing people with things like bipolar and things like that, we can 
understand why somebody is presenting the way that they do”  
 
P8: I do think that formulations have helped the team’s responses to crises and have 
helped the team to react in ways that… is a lot more psychologically minded and… away 
from that… medical model and hospitalisation  
 
 The ways of thinking and concepts introduced in team formulation needed 
reinforcement through regular team formulation and further training to enable staff to 
work more psychologically.  This reinforcement of psychological thinking outside of 
team formulation also made it more difficult to determine what impact team formulation 
was having on teams.  Shifts in team culture were thought to take a long time. 
 
P8: …when formulations happen regularly in the team… it’s kind of reinforced… it gives 
them a bit of confidence to express those ideas but also I think, because it’s fresh in their 
minds… 
 
P2: we’ve run numerous training sessions now, we’ve developed literature to leave with 
people because… one of the things people were saying is that it’s really helpful 
understanding things from this perspective… but sometimes I don’t really know what to 
do when somebody starts opening up about what has happened to them… 
 
P10: …it takes a long time. Whether it is we change the frequency of team formulations 
I’m not sure because we do them monthly… it is hard to change cultures and the system 
around the person…  
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 Team formulation therefore created a space to discuss multiple perspectives and 
allowed psychologists to increase the role of psychosocial perspectives within teams. 
However, participants acknowledged that it was difficult to separate the effects of team 
formulation from discussions outside of meetings and team formulation was seen as being 
helpful but not usually sufficient to cause change. 
 Developing team formulation meetings required negotiation of challenges within 
teams, which needed forward planning and ongoing engagement with staff, as well as the 
ability to manage competing demands and dynamics in the room.   Importantly, 
negotiating these challenges was seen to provide a useful space to widen discussions and 
increase understanding, empathy and psychological thinking in teams in the longer term. 
 
Discussion 
The aims of this study were to explore the experiences of clinical psychologists 
implementing team formulation meetings, including challenges that they have faced and 
changes they have identified. A further aim was to develop recommendations for 
clinicians based on these experiences.  
 The results of the study reinforce the challenges alluded to in the existing literature 
on team formulation.  They also highlight a number of recommendations of how 
psychologists facilitating team formulation meetings might manage these and some of the 
benefits that might be achieved if they do.  This gives coherence to the views dispersed 
across the limited literature on team formulation, which is so far mainly based on opinion. 
This study recruited from two health boards that had adopted team formulation 
across their adult mental health services.  Results suggested that embedding team 
formulation into services can be challenging and time-consuming, which is supported by 
previous examples of practice (Dexter-Smith, 2015; Johnstone et al., 2015). In keeping 
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with suggestions from previous authors, having a regular slot was seen as useful, as was 
sharing the workload of meetings with MDT members (Casares & Johnstone, 2015; 
Lewis-Morton et al., 2015), though this was often not achieved.  This reflected some of 
the difficulties in engaging staff who are busy, or wary of team formulation.  Difficulties 
in engaging staff has been alluded to by previous authors, however this study highlights 
that this is something that many psychologists using team formulation expend much of 
their time and effort navigating and supports findings from a recent study (Chiffey et al., 
2015). 
In keeping with previous examples of practice (e.g. Dexter-Smith, 2010), 
participants indicated that beginning with training and a consultation process, as well as 
seeking support from senior management, may improve engagement. Many participants 
also initially used smaller consultation meetings and strategies such as building 
relationships and encouraging more critical or ‘medicalised’ staff to attend. Participants 
facilitating meetings in the teams that they were embedded within were more likely to 
seek to ‘win over’ colleagues, which may help to develop team formulation as a shared 
endeavour.  However, some participants facilitated meetings as external consultants to 
teams and indicated they felt that this helped them to remain more impartial and 
reflective. It therefore seems that in implementing team formulation, clinicians may need 
to decide whether to prioritise engaging the team as a whole versus remaining more 
distanced. Some teams had the benefit of both embedded psychologists and external 
consultants, although this is resource-intensive. 
One of the difficulties in evaluating team formulation is the variation in how 
different clinicians implement it in practice. Within this study, all participants reported 
that they reviewed service users’ histories and drew on psychological theory and staff 
reflections to develop a formulation and action plan.  This is common to the templates 
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offered by the literature (e.g. Lake, 2008; Whomsley, 2010) and may serve as a basic 
definition of team formulation. There was however variation in the structure and 
outcomes of meetings (Appendix C), which is likely to have impacted on facilitator 
experiences and may have led to differences in efficacy. Further research could enable the 
development and evaluation of different templates for team formulation. It is worth noting 
however that participants within this study highlighted the importance of processes such 
as reflecting and discussing cases as a team over the structure or outcome of formulation 
meetings.  Therefore it may be that the broader definition of team formulation is sufficient 
as long as it enables these processes to take place. 
Difficulties ensuring that team formulation was a shared practice may explain why 
participants in this study and previous service evaluations report that plans are often not 
followed through (e.g. Walton, 2011).  This highlights the importance of having robust 
links to care planning, as suggested by Summers (2006). A minority of participants 
followed up actions at team meetings but responsibility for this often fell to psychology. 
Similarly, whether and how to involve service users is a consistent issue for team 
formulation (e.g. Roycroft et al., 2015), and participants in this study often based 
decisions about this on logistics and who they considered to be the ‘client’. If team 
formulation is considered to be a form of supervision or reflective practice, involving and 
feeding back to service users may be considered less appropriate (Johnstone, 2014). 
Participants who had fed back formulations to service users often found them indifferent 
to it and therefore this may need improvement. 
In keeping with the experiences of previous authors, participants reported that 
facilitating was a complex task (Shirley, 2010; Marshall & Craven-Staines, 2015). Several 
participants identified that staff who might present challenges within meetings were often 
seen as being more ‘medically minded’.  To these team members, team formulation may 
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be perceived as a threat and psychologists needed to consider how to work with this.  In 
keeping with the theoretical literature (Johnstone, 2014), strategies such as unpicking 
what was meant by diagnostic terms and offering formulation rather than opposing 
diagnoses were suggested as helpful in preventing these views from dominating.  
However, it was noted that this did not necessarily lead to a change in the views of these 
team members. Several participants also referred to the need to develop a ‘safe space’ for 
staff to share their feelings, which echoes concerns raised by staff in previous studies (e.g. 
Blee, 2015).  Participants suggested that it was important to validate negative feelings 
from staff whilst helping them to shift towards a more empathetic stance. More 
psychologically minded staff were seen as allies in meetings who gently questioned each 
others’ positions without being directly confrontational. This was thought to increase over 
time. 
Due to the complexities of facilitating, participants highlighted the need for 
support and supervision for facilitators, which is also recommended by previous authors 
(Lee & Holmes, 2015; Kennedy, 2008).  However, in contrast to many examples of 
practice which suggest that facilitation be shared amongst MDT staff (e.g. Kennedy, 
2008; Whomsley, 2010), participants indicated that attempts at this had been 
unsuccessful.  This was despite all staff having been offered training on team formulation. 
Some participants queried whether facilitation was more appropriate for a psychologist or 
another senior clinician. This may be because participants in this study were using 
integrative approaches to formulation rather than applying one simple model (e.g. the 5 
Ps, Weerasekera, 1996), which may decrease the confidence of non-specialist staff. 
Having a psychologist facilitate every meeting may reinforce that team formulation is 
‘owned’ by psychology rather than being a team process.  Having guidelines about who 
can facilitate, and a clear training and assessment process, may help to ensure that 
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meetings are facilitated in an appropriately skilled manner (Marshall & Craven-Staines, 
2015). However, some participants raised a dilemma over whether to prioritise giving the 
team ‘ownership’ of meetings through sharing facilitating versus retaining this role in 
order to develop more complex formulations. 
The theme ‘team formulation creates a space to broaden thinking’ indicated that 
participants believed that team formulation allowed staff to reflect, synthesise 
information, and discuss multiple perspectives.  This included considering alternatives to 
biomedical interventions (e.g. medication or hospitalisation).  Discussing and reflecting 
on cases was seen as enabling a deeper understanding.  Furthermore, developing a plan 
with colleagues was thought to empower staff to work with complex service users.  
Whilst previous research suggests that MDTs may enable a broader range of training and 
experiences to be drawn upon (West, 1997), heterogeneity within teams can also lead to 
poorer team functioning (Alexander et al., 1996). The potential for conflict and 
disagreements within team formulation was also noted, but many participants considered 
this to be useful, as it enabled discussion of differences that might otherwise disrupt 
teamwork.  This supports the claims made in professional guidelines (DCP, 2011; Onyett, 
2007) that team formulation provides a forum to discuss different approaches and enables 
staff to develop a cohesive plan.   
To date, no research has evaluated the impact of team formulation on changes in 
psychological mindedness.  Attempts at assessing the impact of team formulation on staff 
approaches to service users have found some improvements in levels of empathy, 
criticism and blame (Berry et al., 2009; Berry et al., 2015). However, complexities persist, 
for example by normalising negative responses to service users and the appropriateness of 
expressing these, it may seem that team formulation increases negative attitudes (Berry et 
al., 2015). Conversely, participants in this study reported that staff appeared more 
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empathetic and able to reflect on their work with service users, including an increase in 
their ability to consider the relational aspects of care.  
 Many authors have claimed that team formulation can lead in a ‘shift in culture’ 
towards more psychosocial perspectives and increasing psychological mindedness 
(Onyett, 2007).  When asked about this, participants talked about taking on more of a 
consultant role and therefore being involved in the care of more service users; an increase 
in staff awareness of and curiousity about the role of trauma and adversity; greater 
receptiveness to formulation or training from psychology; staff applying psychological 
models; an increase in referrals to psychology; and more ‘psychologically informed’ care.  
Within this, participants often made reference to increased reflectiveness and empathy, 
which are considered part of the definition of ‘psychological mindedness’ (Beitel et al., 
2004). 
The extent to which participants emphasised the importance of increasing 
psychosocial perspectives varied.  This reflects a wider debate over whether psychologists 
aim to add a psychological perspective to MDT discussions or whether they should 
advocate for a psychosocial perspective as an alternative to a biomedical one (e.g. 
Johnstone et al., 2015). Some participants reported that they advocated for what they felt 
was a more ‘psychological’ position (e.g. a trauma-informed approach), which they felt 
was more appropriate than feigning impartiality.  However, this raises the question as to 
whether to some psychologists, increasing ‘psychological mindedness’ means enforcing 
their view. Professional guidelines warn against ‘replacing one hegemony with another’ 
(Onyett, 2007: p39) by ensuring that the knowledge and skills of different professionals 
are valued.  Most participants reported that they aimed to do this and some participants 
stated that they tried to hold onto their own biases. However, by ‘educating’ their 
colleagues, some participants may have been drawn into an ‘expert’ role (Lee & Holmes, 
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2015), which raises the issue over whether team formulation meetings can be 
simultaneously considered a space to reflect and one to promote psychosocial 
perspectives. Offering a psychological view whilst valuing the contributions of other 
professions adds a further complexity to facilitating which is likely to necessitate further 
reflection and supervision. 
Some participants gave examples of colleagues applying psychological thinking 
both within and outside of team formulation, suggesting that psychological theories had 
been internalised and generalised.  This supports the idea that team formulation may help 
to spread case formulation skills within teams, which is linked to improved empathy and 
reduced burnout (Hartley et al., 2015). However, two recent unpublished theses did not 
identify an increase in psychological knowledge as one of the key aspects of team 
formulation, instead highlighting aspects such as having a space for reflection and 
discussion, negotiating roles, feeling supported, managing uncertainty and developing 
ideas for care planning (Blee, 2015; Herhaus, 2014). Therefore, increased psychological 
knowledge may be one function which psychologists perceive as being useful, rather than 
MDT staff.  
The general literature on introducing change to systems highlights the importance 
of working with people who are supportive of change rather than confronting resistance 
(Giorgiades & Phillimore, 1975). Participants in this study reported that many members 
of staff were already ‘psychologically minded’ and that these people were useful allies.  
In this way, team formulation was often regarded as reinforcing and providing legitimacy 
to psychosocial perspectives that already existed within teams. However, in order to 
implement effective change to systems, previous research has highlighted the need for a 
‘tipping point’ where enough people decide that something needs to be done (Durie & 
Wyatt, 2007).  The DCP’s (2013) position statement called for a ‘paradigm shift’ in the 
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way that we understand mental health problems, however if this view is not shared by 
other professions, attempting to enforce change is likely to be ineffective and conversely, 
may arouse resistance, as noted by some participants.  Similarly, previous research has 
highlighted that team formulation may be more difficult to introduce to teams who 
already function well (Dexter-Smith, 2010). It may therefore be useful to be clear about 
what specific need is being addressed by team formulation before introducing it. As with 
any systemic change, the introduction of team formulation is likely to be an evolving 
process, which requires constant reflection and reflexivity to implement effectively.  This 
was reflected in the way in which participants had considered strategies on how best to 
introduce meetings and many continued to engage with staff to overcome difficulties. 
Improved outcomes for staff and service users following team formulation are 
supported to some degree by the limited evidence base (e.g. Berry et al., 2009; Berry et 
al., 2015). A difficulty in identifying processes and measuring outcomes is a common 
issue in evaluating methods of consultation (e.g. Fisher et al., 2015; Kellett et al., 2014) 
and requires further attention.  Many of the potential processes through which team 
formulation may be useful (e.g. increasing reflection and MDT discussion) may be 
offered by other forms of consultation but no comparisons have been evaluated.  This 
means that it remains unclear whether the benefits of team formulation might be achieved 
in ways that are easier to implement. The remaining arguments for team formulation 
come from the suggestion of wider systemic changes in how staff think and work, for 
example increased ‘psychological mindedness’. Participants in this study supported that 
team formulation might be a way to do this. However, most participants also indicated 
that team formulation was unlikely to be sufficient to facilitate this change alone and that 
it needed wider reinforcement outside of meetings. Therefore, although holding team 
formulation meetings may create a space for psychological ideas to be discussed, if 
	 46	
psychologists aim to shift thinking in teams, the more informal ‘chipping in’ (Christofides 
et al., 2012) may continue to be important. Further research is needed to identify the best 
way of offering psychological consultation in order to develop a balance between 
difficulties in implementation versus the potential value added. 
Some participants indicated that the focus of team formulation might at times be to 
broaden the impact of psychologists within teams, which suggests that this may be 
primarily policy driven.  This raises an ethical issue over whether team formulation is a 
good use of clinical time. Importantly, these participants believed that offering 
psychological thinking more widely would have indirect benefits for service users in ways 
which were often gradual and difficult to measure.  Few participants reported changes in 
outcomes, however those that did described them for ‘complex’ service users, for whom 
change had taken a long time and team formulation was only part of the picture.  The 
complexity of service users discussed in team formulation therefore may be a further 
complication in evaluating its efficacy, however for some participants, meetings were 
seen as setting the scene for further changes to occur.  
It may be difficult to justify the usefulness of formulation to other professionals 
and their tentative nature has been raised as an issue by previous studies (Hewitt, 2008). 
Similarly, many participants in this study reported difficulties in justifying the space for 
reflection to their colleagues and many found that staff experienced this as frustrating.  
One possible function of formulation may be that in the context of busy services 
(Cowdrill & Dannahy, 2008), developing a psychological formulation and an action plan 
may give meetings a ‘task’ to validate that staff are ‘doing’ something (Blee, 2015). 
Furthermore, it may integrate the different perspectives discussed and framework for 
change to be referred back to (Blee, 2015; Onyett, 2007).  This has been supported by 
much of the literature on team formulation, however, further evaluation of the usefulness 
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of meetings may be an ongoing need, for which the tool developed by Roycroft and 
colleagues (2015) may be useful. 
It has been argued that in therapy, evidence-based practice should be 
complemented by practice-based evidence in which evidence is generated from the 
“bottom-up” through clinical practice (Barkham & Mellor-Clark, 2000).  Team 
formulation appears to be developing in a similar manner, with clinicians learning from 
each other’s experiences prior to an established evidence base.  Whilst this evidence is 
lacking, clinicians should still proceed with caution and seek feedback and opportunities 
to evaluate the impact of team formulation. 
	
Limitations 
The majority of participants in this study were recruited from two health boards 
and therefore the results may not apply to other settings.  However, data from one 
participant using team formulation in a private hospital highlighted similar issues and the 
results resonated with the existing literature on this topic. This suggests that these findings 
may be more broadly applicable. Similarly, although this study focused on adult mental 
health settings, the literature on team formulation in other settings such as learning 
disability (Ingham, 2015) and older people’s services (Dexter-Smith, 2015) highlights 
similar issues. The variation in the use of team formulation within this sample may have 
led to important differences in clinicians’ experiences of facilitating meetings.  
Participants were a self-selected sample who may have been biased towards the use of 
team formulation. Furthermore, the researcher has an interest in team formulation as a 
way of promoting psychosocial explanations of mental health, which may have led 
participants to report more of these kinds of changes (see Appendix O for reflective 
statement). This research does not give insight into whether MDT staff or service users 
believe team formulation to be useful.  
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Data ‘saturation’ is considered to be an appropriate end point to data collection for 
several types of qualitative analyses, including thematic analysis (e.g. Ando, Cousins, & 
Young, 2014; Guest, Bunce & Johnson, 2006). Saturation was deemed to have been 
reached after five participants were interviewed as subsequent data did not lead to new 
themes.  However, the remaining participants enabled a more nuanced understanding, and 
refined themes.  This process could have continued indefinitely, but recruitment was 
halted at twelve participants as this was the initial projected minimum sample.  It is 
possible that with more time for analysis and reflection between interviews, data 
collection would have ceased sooner. 
A combination of telephone and face-to-face interviews were used. The results 
supported previous research suggesting that although telephone interviews are often 
shorter, this may be in part be due to there being less off-topic discussion (Irvine, 2010) 
and the data obtained from the telephone and face-to-face interviews was comparable 
(Novick, 2008).	
 
Future research 
Further research is needed to gain an improved understanding of whether and how 
best to implement team formulation.  This research could investigate service users’ views 
of team formulation and how to meaningfully involve them.  It could also compare 
formulation meetings based on different templates (e.g. Dexter-Smith, 2010; Lake, 2008; 
Whomsley, 2010) or examine outcomes from team formulation compared to other 
interventions, meetings or consultations, particularly those involving MDT discussion 
(e.g. ward rounds), reflection (e.g. reflective practice) or sharing formulations.  Previous 
literature on team formulation has suggested that it can increase ‘psychological 
mindedness’, however as previously noted, this term is poorly defined. Within this study, 
participants referred to increased reflectiveness and empathy, both of which might be 
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evaluated using self-report measures from staff and service users, or by comparing 
explanations used by staff to explain service user difficulties in care plans or from a 
vignette (e.g. Berry et al., 2008). Participants also identified an increase in staff awareness 
of and curiousity about the role of trauma and adversity, staff applying psychological 
models and more ‘psychologically informed’ care. Researchers could use content analysis 
of meetings or care plans to find out whether staff explanations of service users’ 
difficulties changes (e.g. are less ‘medical’ or more ‘psychological’) or whether 
interventions draw on a wider range of approaches after team formulation is introduced.  
 
Implications for practice 
Team formulation was seen as a complex and challenging task, in part due to the 
need to navigate interpersonal sensitivities. Participants in this study highlight the 
following suggestions for psychologists considering introducing team formulation: 
1. Gain support from management before introducing team formulation, preferably 
beyond the team level 
2. Have a proper introduction including training and consultation with staff 
3. Be patient; offer smaller meetings and develop relationships to engage more 
reluctant staff 
4. Have a timetabled slot 
5. Involve staff in organising and preparing for meetings 
6. Follow up actions e.g. at team meetings  
7. Consider the best way to involve service users in the process 
8. Encourage reflection and validate staff feelings  
9. Allow time to reflect but ensure a plan is developed 
10.  Facilitate discussion and encourage curiousity to manage dominant voices  
11. Reflect on your own biases 
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12. Offer facilitator training and supervision to ensure that facilitators have the skills 
needed and are well supported  
13. If issues arise, encourage open discussion to facilitate understanding 
14. Support staff to think and work more psychologically with further training (e.g. 
responding to disclosure) and supervision outside of meetings  
 
For some participants, team formulation allowed differences to be explicitly 
addressed, which may improve team functioning and enable different perspectives to be 
integrated.  Furthermore, team formulation may be a helpful way of moving teams 
towards more psychosocial perspectives and increasing psychological mindedness.  
Psychologists may therefore wish to consider identifying changes in these in future 
evaluations, for example through identifying changes in language or approaches to service 
users. 
 
Conclusion 
The results of this study indicate that introducing team formulation is a complex 
and challenging process and suggestions are made to help navigate issues. Whilst 
participants believed team formulation to be beneficial, they varied in what they aimed to 
achieve. Some objectives, such as increased ‘psychological mindedness’ were difficult to 
define and measure.  Psychologists considering introducing team formulation should 
therefore reflect on the team context and what they hope to achieve before deciding 
whether and how to proceed.  For example, whether clinicians are hoping to enable 
reflection, integration of different perspectives or spread psychological knowledge (or a 
combination of these) will have important implications for how they adopt and evaluate 
team formulation.  Participants who sought to develop team formulation as a ‘team’ 
process spent more time navigating difficulties with colleagues, however there was some 
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evidence that this may have facilitated wider changes, with reinforcement outside of 
meetings.  Further research is therefore needed to enable clinicians to better understand 
whether team formulation leads to improved outcomes for staff and service users and how 
this compares to other forms of consultation. 
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Appendix	A:	Invitation	e-mail	
	Dear	……		I	am	a	trainee	clinical	psychologist	at	the	University	of	Surrey	and	I	am	conducting	my	research	project	on	clinical	psychologists’	experiences	of	using	team	formulation	meetings	to	promote	psychosocial	understanding	of	mental	health	problems	in	multidisciplinary	settings.		[NAMED	LOCAL	CONTACT]	has	suggested	that	you	would	be	in	a	good	position	to	offer	your	insights	into	this	topic.		Participating	in	this	study	would	involve	an	interview	with	me	either	in	person	or	over	the	telephone,	which	will	take	less	than	one	hour.		Further	details	are	included	in	the	participant	information	sheet	attached	to	this	e-mail.				If	you	would	like	to	take	part	or	have	any	questions	about	the	study,	please	contact	me	either	by	return	of	e-mail.		Many	thanks,	Katie		Katie	Wood	Trainee	Clinical	Psychologist	University	of	Surrey		E-mail:	k.m.wood@surrey.ac.uk	
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Appendix	B:	Participant	Information	Sheet	
	
[TRUST	LOGO]	 	 	 	 	 [University	of	Surrey	logo]	
	
	
PsychD	Clinical	Psychology	Research	What	are	clinical	psychologists'	experiences	of	using	team	formulation	meetings	to	promote	 psychosocial	 understandings	 of	 mental	 health	 problems	 within	multidisciplinary	 team	 (MDT)	 settings?	 A	 thematic	 analysis	 of	 semi-structured	interviews.	
	
PARTICIPANT	INFORMATION	SHEET	
	You	 have	 been	 invited	 to	 participate	 in	 this	 research	 study.	 	 The	 following	information	 sheet	 should	 provide	 you	 with	 all	 of	 the	 necessary	 information	 to	consider	before	deciding	whether	to	participate.		Please	read	it	carefully	and	contact	the	researchers	using	the	details	below	if	you	have	any	questions.		
Background	Team	 formulation	 meetings	 have	 many	 perceived	 benefits	 including	 improving	communication	 and	 teamwork,	 valuing	 the	 skills	 of	 different	 professions	 and	enhancing	 the	 psychological-mindedness	 of	 MDTs.	 	 Early	 research	 suggests	 that	team	formulation	meetings	may	have	many	benefits	to	team	working,	which	may	in	turn	 improve	 care.	 	 Issues	 around	 negotiating	 staff	 attitudes	 towards	 team	formulation	meetings	are	mentioned	in	much	of	the	existing	literature	on	this	topic	however	 they	have	not	been	addressed	 specifically.	 	 Given	 that	 one	of	 the	 aims	of	team	 formulation	meetings	 is	 to	 promote	more	 psychosocially	minded	 cultures	 in	MDTs,	how	attitudes	and	 issues	are	negotiated	will	 be	 an	 important	 factor	 in	how	effective	they	are.		
	
What	is	the	purpose	of	the	study?	The	 aim	 of	 this	 research	 is	 to	 find	 out	 about	 clinical	 psychologists’	 experiences	 of	using	team	formulation	meetings	to	promote	psychosocial	understandings	of	mental	health	 problems.	 	 Findings	will	 be	 submitted	 as	 part	 of	 the	 award	 of	Doctorate	 in	Clinical	 Psychology	 and	 to	 inform	 clinical	 practice	 and	 highlight	 areas	 for	improvement.		
Do	I	have	to	take	part?	You	do	not	have	to	participate	in	this	study.	If	you	choose	not	to	participate,	this	will	not	affect	your	employment.		If	you	decide	to	participate,	you	do	not	have	to	answer	any	questions	that	you	do	not	wish	to	and	you	can	withdraw	from	the	study	at	any	time.	 	 If	 you	 chose	 to	 withdraw	 from	 the	 study,	 your	 data	 will	 be	 removed	 and	destroyed.	
	
What	will	participation	involve?	Participating	in	this	study	will	involve	having	a	one-off	interview	with	the	researcher	which	will	take	less	than	an	hour.		Interviews	will	follow	a	semi-structured	interview	schedule	and	can	be	completed	either	in	person	or	over	the	telephone	depending	on	
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your	 preference	 and	 availability.	 	 With	 participants	 consent,	 interviews	 will	 be	recorded	and	later	transcribed	into	text	form.			
What	are	the	disadvantages	of	taking	part?	The	 main	 potential	 burden	 of	 participating	 is	 this	 study	 is	 the	 time	 that	 will	 be	needed	to	complete	interviews.		In	order	to	minimise	this	burden,	interviews	will	be	arranged	 at	 participants’	 place	 of	work	 at	 a	 time	 that	 suits	 them	wherever	 this	 is	possible.		Where	this	is	not	possible,	interviews	will	be	arranged	over	the	telephone	at	a	time	that	suits	participants.		The	researcher	will	aim	to	complete	interviews	in	a	single	session.		
What	are	the	benefits	of	taking	part?	Potential	benefits	of	taking	part	in	this	study	includes	the	opportunity	to	reflect	on	a	specific	area	of	your	practice	in	depth,	which	may	be	particularly	useful	considering	the	complex	task	of	promoting	culture	change	within	a	team.		Furthermore,	findings	will	contribute	to	a	limited	body	of	knowledge	on	team	formulation	meetings,	which	may	help	to	clarify	and	improve	your	practices	and	those	of	other	professionals.		
Anonymity	and	confidentiality	Quotations	from	interviews	may	be	used	in	the	reports	produced	from	this	research.		These	 will	 be	 anonymised	 so	 that	 you	 cannot	 be	 identified.	 	 The	 only	 personal	identifiable	 data	 planned	 to	 be	 collected	 for	 this	 study	 are	 contact	 details	 for	participation	 in	 the	study	and	participant	consent	 forms.	 	These	will	be	handled	 in	accordance	with	the	Data	Protection	Act	1998.		Furthermore,	details	on	your	gender,	work	 setting,	 years	 since	 qualification	 and	 length	 of	 time	 in	 your	 team	 will	 be	requested	 in	order	 to	describe	 the	study	sample.	 	This	 information	will	be	used	 to	describe	the	overall	sample	only	and	will	not	be	reported	alongside	direct	quotations	in	order	to	protect	anonymity.				Audio	recordings	will	be	stored	on	a	secure	computer	network	at	the	University	of	Surrey	or	encrypted	memory	stick.	 	Recordings	will	be	stored	until	 they	have	been	transcribed,	after	which	point	they	will	be	destroyed.		Transcribed	interviews	will	be	anonymised	 and	 stored	 as	 password	 protected	 files	 on	 a	 secure	 network	 or	encrypted	memory	stick.	 	The	 lead	researcher	(Katie	Wood)	will	have	control	over	who	has	access	to	recordings	and	transcribed	interviews.				Information	given	in	interviews	will	not	be	shared	with	line	managers	or	any	other	individuals	within	 your	organisation.	 	Audio	 recordings	will	 in	most	 cases	 only	be	listened	 to	 and	 transcribed	 by	 the	 lead	 researcher,	 however	 a	 transcriber	may	 be	employed	 if	 necessary	 in	 order	 to	 ensure	 that	 the	 research	 is	 completed	 on	 time.		Transcribers	will	be	required	to	maintain	confidentiality.	 	In	order	to	safeguard	the	integrity	 of	 the	 research,	 an	 independent	 researcher	 and	 the	 research	 supervisors	may	 review	 transcribed	 interviews.	 	 Transcripts	will	 be	 anonymised	 before	 being	reviewed.		In	accordance	with	University	of	Surrey	guidelines,	anonymised	 transcripts	will	be	kept	 for	at	 least	10	years	after	 the	research	has	been	completed	and	written	up	 in	order	 to	 enable	 the	 researcher	 to	 refer	 back	 to	 them	 when	 writing	 further	publications.	
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	In	the	event	that	information	discussed	in	interviews	suggests	that	harm	has	been	or	will	 be	 caused	 to	 anyone	 discussed	 during	 this	 study,	 the	 researcher	may	need	 to	break	 confidentiality	 and	 instigate	 safeguarding	 procedures.	 	 The	 researcher	 will	inform	participants	if	this	is	necessary.	
	
What	will	happen	to	the	results	of	this	study?	This	research	will	be	written	up	and	submitted	as	part	of	the	award	of	Doctorate	in	Clinical	 Psychology.	 	 Results	 will	 also	 be	 submitted	 to	 a	 peer-reviewed	 journal	 in	order	 to	 disseminate	 any	 novel	 findings	 or	 recommendations	 for	 clinical	 practice.			Participants	 can	 also	 request	 a	 summary	 of	 findings	 to	 be	 sent	 to	 them	 once	 the	research	has	been	completed.		
Who	is	organising	this	study?	This	study	is	being	organised	by	the	researcher	and	her	supervisors	as	a	non-funded	academic	 project	 as	 part	 of	 the	 award	 of	 Doctorate	 in	 Clinical	 Psychology	 at	 the	University	of	Surrey.		
Who	has	reviewed	this	study?	This	 study	 has	 been	 reviewed	 and	 received	 a	 favourable	 ethical	 opinion	 from	 the	University	of	Surrey	Faculty	of	Arts	and	Human	Sciences	Ethics	Committee.		
Contacts:		If	 you	 have	 any	 questions,	 complaints	 or	 concerns	 about	 any	 aspect	 of	 the	 study,	please	contact	the	researchers	using	the	details	below.	
	Lead	researcher:	Katie	Wood,	University	of	Surrey,	Department	of	Psychology.		E-mail:	k.m.wood@surrey.ac.uk			Research	 Supervisor:	 Dr	 Jason	 Spendelow,	 University	 of	 Surrey,	 Department	 of	Psychology.		E-mail:	j.spendelow@surrey.ac.uk	Tel:	01483	68	6886		Course	Director:	Ms	Mary	John,	University	of	Surrey,	Department	of	Psychology.	E-mail:	m.john@surrey.ac.uk	Tel:	01483	68	9267	
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Appendix C: Details of content of team formulation meetings 
 
 
Training 
 
When asked about how team formulation had been introduced within their 
health boards, participants reported having developed, attended or adapted 
and delivered team formulation training based on Johnstone (2011).  This 
included an explanation of formulation, its purpose and contrast to 
psychiatric diagnoses, explanation of team formulation, its suggested 
benefits and evidence base, an introduction to psychological explanations 
of psychosis, transference and counter-transference, splitting, parallel 
processes, attachment theory and issues arising from the ‘sick role’.  In 
addition to this, one participant reported that most facilitators from their 
healthboard had attended additional training for facilitators (Johnstone, 
2013) which, in addition to the above information, included a discussion 
of formulation as a process and the need for reflexivity, common pitfalls 
in team formulation and strategies for facilitators.   
 
The suggested format for team formulation in the training was the 
following: 
• Offer to facilitate an overview of a service user with complex 
problems 
• Review the notes and meet all the relevant staff 
• Handout with summary, tentative systemic formulation and possible 
ways forward 
• Meeting with all staff involved to discuss and agree the above 
• Feed back to client as appropriate: carry out plan and review it 
 
Regularity 
 
Regularity of formulation meetings varied within the sample from ad hoc 
(1), monthly (6), weekly (3) and weekly plus additional ad hoc (2).   
 
Preparation 
 
All participants reported some preparation for meetings.  At a minimum, 
the member of staff most involved with the service user presented a 
verbal overview of the case and their reasons for bringing them to a 
formulation meeting.  A minority of participants (2/12) aimed to meet 
with the service user or involved members of staff (3/12) prior to 
formulation meetings.  Most participants (9/12) aimed to provide a 
written summary of the service users’ history at the start of meetings.  
These were either prepared by the psychologist, a psychology placement 
student or the most involved member of staff.   
 
Facilitator 
 
The majority of meetings in were facilitated by psychologists embedded 
within teams (7/12).  In one health board, meetings were usually 
facilitated by psychologists external to the team as a consultant (5/12).  
Four participants reported their experiences of facilitating from within a 
team and as an external consultant.  A minority of participants reported 
that other members of staff had facilitated some meetings.  These were 
either trainee clinical psychologists (3/12), a nurse consultant (1/12) or a 
senior social worker (1/12). 
 
Attendees 
 
Most participants (11/12) invited the whole team to attend meetings.  
Teams consisted of staff from a range of disciplines including psychiatric 
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nurses, social workers, psychiatrists, occupational therapists and 
independent living support workers.  At a minimum, the involved staff 
were present including the care co-ordinator/ key worker and where 
possible a psychiatrist or psychiatry trainee.  The lowest reported number 
of attendees at a meeting was 5 members of staff, the highest was around 
30. 
 
Content  
 
The content of meetings involved reviewing the history of the service user 
and drawing on psychological theory and reflections from team members 
in order to develop a formulation and recommendations.  Three 
participants reported using more structured templates for meetings based 
on the Whomsley (2010) model of team formulation.  These involved four 
types of formulation targeting the following areas: engagement, risk, 
‘stuck’ points and moving on. 
 
Models used 
 
Participants drew on several therapeutic models including: attachment, 
trauma-informed, psychodynamic, cognitive behavioural, dialectic 
behavioural, systemic, cognitive analytic and compassion focused.  These 
were usually not named specifically, although the team formulation 
training included an introduction to psychodynamic concepts, attachment 
theory and psychological explanations of psychosis.  
 
Outcome  
 
Most participants (11/12) reported that a written summary formulation 
was circulated after the meeting.  This often included recommendations 
for actions and in some cases was shared with service users.  Actions 
from meetings were either considered to be the responsibility of the care 
co-ordinator/ key worker, the psychologist or the team as a whole.  In 
some cases, these were explicitly allocated with a suggested time frame. 
 
Follow-up 
 
Four participants reported that actions from meetings were explicitly 
followed-up either by the psychologist or at multidisciplinary meetings.  
Other participants reported that this process was less consistent. 
 
References 
 
Johnstone, L. (2011). Using formulation in teams. Presentation, various locations. 
 
Johnstone, L. (2013). Team formulation workshop. Presentation, The Conference Centre, 
Cardiff. 
 
 
	  
	 65	
Appendix D: Consent Form 
[TRUST LOGO]     [University of Surrey Logo] 
CONSENT FORM 
Title of Project:  What are clinical psychologists' experiences of using team 
formulation meetings to promote psychosocial understandings of mental health 
problems within multidisciplinary team (MDT) settings? A thematic analysis of 
semi-structured interviews. 
Name of Researcher: Katie Wood 
Please initial box  
1. I confirm that I have read the information sheet 
dated.................... (version............) for the above study. I 
have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 
 
2. I understand that my participation is voluntary and that I am free 
to withdraw at any time without giving any reason.  I am aware 
that withdrawing from the study will lead to my data being 
permanently deleted. 
 
3. I consent to my data being used for this study and other 
research, as outlined in the accompanying information sheet.  
I understand that all personal data relating to participants is 
held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998).  
 
4. I understand that the interviewer may need to break 
confidentiality when information disclosed in interviews 
suggests that harm has been or will be caused to anyone 
discussed during the study.  I understand that I will be 
informed if this is the case. 
 
5. I agree for my interview to be recorded for the purpose of this study. 
 
6. I am aware that a professional transcriber may be used to 
transcribe audio recordings and that an independent 
researcher will cross-check the analysis of anonymised 
transcripts. 
 
7. I agree to take part in the above study. 
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Name of Participant   Date    Signature 
 
    _        
Name of Person taking consent Date    Signature 
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Appendix E: Interview Question Areas 
 
Questions	
Can	you	tell	me	about	your	use	of	team	
formulation	meetings?	
	
How	do	members	of	your	team	use	
formulation	meetings?	
	
What	kinds	of	explanations	are	people	
using	to	understand	mental	health	
difficulties	in	your	team?	
	
Do	you	think	that	using	formulation	
meetings	has	had	any	impact	on	how	your	
team	work	or	think	about	service	users?	
	
Have	you	experienced	any	(other)	
difficulties	in	facilitating	team	formulation	
meetings?	
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Appendix F: Extended Comments on Method  
 
 
Procedure 
A target number of 12-20 participants were recruited based on estimates of the number 
needed from a relatively homogenous sample in order to reach data saturation (Guest, 
Bunce and Johnson, 2006; Kuzel, 1992).  Due to the need to travel to the research site for 
interviews, interviews were booked in advance and capped at 12 participants.  Whilst 
conducting the interviews, the researcher identified that similar issues were arising and 
therefore no further participants were recruited, however data from all interviews were 
used to add nuances and refine themes.  The study was also advertised on social media 
and a professional magazine, but a sufficient number were recruited from the identified 
health boards, which enabled an in-depth analysis of experiences within a locatable 
sample.  One participant described their experiences in a private setting and this data fell 
within the same themes identified by the overall sample. 
 
Semi-structured interview 
Semi-structured interviews were chosen for this study as they allow a deep exploration of 
a topic, probing for specific subjects whilst allowing follow-up questions arising from 
what participants have said (DiCicco-Bloom & Crabtree, 2006).  The interview schedule 
was informed by the researcher’s clinical experience and gaps in knowledge highlighted 
by the literature review.  Questions were discussed with research supervisors in order to 
ensure that questions were sufficiently open whilst guiding to areas of interest.  
Discussions with the clinical supervisor (LJ) who has extensive experience of team 
formulation and has published several articles on this topic highlighted further ideas for 
inclusion, particularly questions around the use of team formulation for culture change.  
The interviewer remained curious and flexible during interviews in order to fully explore 
participants’ experiences and allow for novel insights.  Following the initial interview, 
questions and data were reviewed with a research supervisor (KG) and clinical supervisor 
(LJ) and additional prompts were added to elicit further detail.  A preamble was also 
added to enable the researcher to be more directive. 
 
References 
 
DiCicco-Bloom, B., & Crabtree, B. F. (2006). The qualitative research interview.  
Medical Education, 40, 314-321. 
Guest, G., Bunce, A., and Johnson, L. (2006). How many interviews are enough?: An 
experiment with data saturdation and variability. Field Methods, 19, 59-82. 
Kuzel, A. J. (1992). Sampling in qualitative inquiry. In F. B. Crabtree and Miller, W. L. 
(Eds.) Doing qualitative research. Research methods for primary care, Vol. 3. 
(pp.31-44). Thousand Oaks: Sage Publications. 
  
	 69	
 
Appendix G: Interview Schedule 
 Closed	questions:		
• sex 
• years since qualification 
• their employing trust 
• length of time working in their team 
• how long they have conducted team formulation meetings for 
• whether this was adopted using a bottom-up or top-down (trust-wide) approach 
• work setting 	
• psychological model(s) used	
 
 
Questions	 Prompts	/	Themes	to	chase	up	
Can	you	tell	me	about	your	use	of	team	
formulation	meetings?	
• Always	used	them?	
• Experiences	in	other	settings	
• Already	in	team	or	did	they	introduce	it/	someone	else	introduce	it	whilst	they	were	there?	
• If	introduced	-	Reasons	for	introducing	them	
• *what	do	you	see	them	as	being	for?	
• How	were	they	introduced	and	how	did	the	team	respond?	
• How	do	you	think	meetings	are	viewed?		
How	do	members	of	your	team	use	
formulation	meetings?	
• How	involved	are	they	in	running	meetings?	
• How	well	are	they	attended?	
• Who	attends	and	who	doesn’t?		What	seems	to	influence	this?	
• *Difference	between	what	you	see	them	as	being	for	and	how	others	see	them?		
What	kinds	of	explanations	are	people	
using	to	understand	mental	health	
difficulties	in	your	team?	
• What	models	used	by	psychologist?	–	introduced	explicitly	or	implicit?	
• Often	people	talk	about	the	dominance	of	the	biomedical	model	in	mental	health	teams	–	is	this	the	case	in	your	team?			
• Has	this	caused	any	difficulties	or	tensions	in	running	team	
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formulation	meetings?	
• How	are	difficulties/	tensions	managed?		
Do	you	think	that	using	formulation	
meetings	has	had	any	impact	on	how	
your	team	work	or	think	about	service	
users?	
• Suggested	to	be	useful	for	culture	change	in	teams	–	do	you	think	it	has	had	an	impact	on	the	culture	of	your	team?			
• If	yes	–	what	kind	of	impact?		(ask	for	signs,	examples,	limitations)	
• *follow-through	to	care?	
• Was	culture	change	one	of	your	aims	in	using	team	formulation?	
• *competing	agendas?	
• Have	they	contributed	anything	else	of	value?		
Have	you	experienced	any	(other)	
difficulties	in	facilitating	team	
formulation	meetings?	
	
• If	yes	-	What	kind?	
• *probing	into	who	does	the	leg	work?	
• How	have	they	been	managed/	what	has	been	helpful	in	overcoming	them?	
• Have	these	difficulties	had	an	impact	on	you,	either	personally	or	professionally?	
• If	yes	–	what	has	been	helpful	in	managing	this?	
• Do	you	think	these	difficulties	have	had	an	impact	on	the	potential	value	of	formulation	meetings	in	your	team?		
 
* Added following initial interview to gain further detail.  A preamble was also added 
informing participants that the researcher may interrupt or guide them to areas of interest 
or take a moment to gather their thoughts during the interview and ask for their patience. 
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Appendix H: Research Ethics Approval 
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Appendix I: Research and Development Approvals 
 
Health Board 1 
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	 74	
Health Board 2 
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Appendix J: Braun and Clarke’s (2006) Steps for Thematic Analysis 
Step Tasks 
1. Familiarising self with data • Transcribing 
• Repeated reading 
• Searching for patterns/ meanings 
• Notes on initial ideas for codes 
 
2. Generating initial codes • Close reading and coding of excerpts 
 
3. Searching for themes • Sorting codes into potential themes 
 
4. Reviewing themes • Merging/ discarding inadequate themes 
• Seeking internal homogeneity and external 
heterogeneity 
• Considering whether identified themes reflect data 
as a whole 
• Re-coding where necessary 
 
5.Defining and naming themes • Identify ‘essence’ of each theme 
• Detailed analysis of each theme and identifying how 
it fits with data overall and research questions 
 
6.Producing the report • Final analysis of themes 
• Writing up analytic narrative of data 
 
 
Further details 
The majority of the interviews (7/12) were transcribed by the lead researcher, who also 
checked the accuracy of interviews transcribed by professional transcribers. 
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Appendix K: Establishing Research Credibility 
 
 
The researcher consulted Yardley’s (2000) guidelines to enhance the quality and 
integrity of the analysis.  This section provides additional information on the steps taken 
by the researcher to safeguard the credibility of results. 
 
Sensitivity to context 
Prior to the development of the research proposal for this study, a systematic 
review of the relevant literature on this topic was conducted in order to develop an 
awareness of the theoretical context.  This allowed the researcher to develop a research 
question and study to target a gap in the literature and informed the content of the 
interview schedule.  Due to the social context of the research as being busy NHS settings, 
the researcher offered both telephone and face-to-face interviews at times and locations 
that were convenient for participants and in most cases (10/12), these were completed in 
one session.  Most telephone interviews were of a similar length to face-to-face ones and 
contained similar information, therefore this was not considered to have undermined the 
usefulness of these interviews.  One interview was shorter, however all of the research 
questions were explored during this time.  The researcher also reflected on issues that 
might arise when asking clinicians to comment on practices in their services, which led to 
assurances of confidentiality and anonymity, as well as a clear statement of when this may 
need to be broken.  Furthermore, the power differential within interviews was such that 
the researcher was asking more qualified, experienced clinicians about their work.  At 
times this meant that the researcher found it difficult to maintain a focus on the research 
question.  This was more apparent in earlier interviews as the researcher became more 
confident to be more directive. The researcher was also aware that participants were self-
selected as people who were interested in talking about facilitating team formulation 
meetings, which will have influenced the type of information given.  For example, these 
may be people who were particularly invested in or enthusiastic about team formulation 
whose experiences may have been quite different to those who decided not to take part.  It 
was clear that some clinicians were particularly invested in this approach, however a 
range of views were represented within interviews, including considerations of some of 
the limitations of formulation meetings.  The researcher was also aware of their own 
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interest in team formulation and its use to negotiate different approaches to mental health 
and aimed to maintain an open and exploratory stance around these issues.  
 
Commitment and rigour  
An in-depth knowledge of the topic was achieved through a close engagement 
with the literature, as well as discussions with a clinical supervisor (LJ) and attendance at 
a half-day workshop on team formulation.  This was in addition to prior experience of and 
training in team formulation, all of which allowed the researcher to develop an awareness 
of what may be relevant issues.  Transcribing, checking and line by line coding allowed 
the researcher to closely engage with the transcripts and provide a solid foundation for 
themes.  The application of thematic analysis was executed as closely as possible to the 
widely accepted guidelines developed by Braun and Clarke (2006), along with expert 
guidance from supervisors on how to interpret these guidelines.  Completing the initial 
steps of thematic analysis to develop coding frames for participants 1 to 5 enabled the 
researcher to remain grounded in the individual context of each participant during the 
initial stages of analysis before broadening out to identify recurrent themes. 
 
Transparency and coherence 
The researcher aimed to be as transparent as possible in the development and 
execution of this research.  To this end, the research aims and questions were shared with 
participants prior to interviews in order to allow them to reflect on how their experiences 
related to the topics of interest.  Furthermore, the discussion of data coding and the 
development of themes with research supervisors and an independent researcher allowed 
this process to remain transparent and open to critique. This enabled the researcher to 
ensure that themes were a genuine reflection of the data in a succinct, coherent and 
meaningful form.  The results section contains quotations from interviews to enable 
readers to see how themes were developed and descriptions were made as clear as 
possible.  Participant checking was not used as there are conflicting views as to whether 
this increases credibility (Goldblatt, Karnieli-Miller & Neumann, 2011) and therefore was 
not considered a good use of clinicians’ time.   
 
Impact and importance 
This study enriches our understanding of a practice which is rapidly gaining 
interest and momentum and which is highly relevant to current agendas within the 
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profession of clinical psychology.  The findings are relevant to clinicians who have an 
interest in developing team formulation meetings or who are interested in how others are 
implementing this work. 
 
References 
Goldblatt, H., Karnieli-Miller, O., & Neumann, M. (2011). Sharing qualitative research 
findings with participants: Study experiences of methodological and ethical 
dilemmas. Patient education and counseling, 82(3), 389-395. 
 
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology & Health, 15(2), 
215-228. 
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Appendix L: Initial Coding Frame 
Theme	 Subtheme	 Protothemes	
i)	Context	and	
initial	
implementation	 		
Type	of	team			 		 Length	of	time	since	qualification			 		 Length	of	time	using	team	formulation			 		 Reasons	for	introducing			 		 Frequency	of	meetings			 		 Who	attends			 		 Extent	of	engagement/	division	of	labour			 		 Psychological	models	used	
		 		 		
ii)	Practicalities	of	
running	meetings	
Importance	of	how	team	formulation	is	introduced	 Sought	agreement	from	management/	influential	team	members			 		 Introducing	in	more	receptive	teams	first			 		 Helpful	to	offer	training			 		 Helpful	to	start	with	consultation	process			 		 				 Practical	challenges	 Need	for	timetabled	slot			 		 Competing	demands	on	time			 		 Time	consuming/	effortful	to	organise			 		 Becomes	self-perpetuating	with	time			 		 				 Difficulties	engaging	staff	to	begin	with	 Most	welcomed	by	psychologically-minded	staff			 		 Some	staff	less	interested	(Staff	anxieties/	fear	of	criticism,	challenge	to	medical	model,	high	case	loads)			 		 Competing	demands	on	time				 		 Need	to	be	understanding	-	not	too	pushy			 		 				 Overcoming	ambivalence	as	an	ongoing	process	 Building	relationships			 		 Offering	smaller	consultations			 		 Having	informal	discussions			 		 Make	use	of	allies	in	team	to	build	
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support			 		 Needs	ongoing	persistence	from	psychology			 		 Less	difficult	with	time			 		 				 Need	support	from	influential	staff	to	be	successful	 Needs	support	from	management				 		 Unhelpful	if	managers	see	as	an	'extra'			 		 Helps	if	consultant	is	supportive			 		 				 Difficulties	sharing	workload	 Psychology	(psychologist/	student)	doing	most	of	preparation	work			 		 Psychologists	doing	most	of	organising			 		 Sharing	work	desired	to	reduce	burden	on	psychology			 		 Sharing	work	desired	to	share	ownership	for	meetings			 		 Attempts	to	share	work	with	team	resisted/	inconsistent			 		 Writing	up	meetings	time	consuming			 		 Circulate	summary/	revise	with	staff			 		 Actions	from	meetings	-	responsibility	of	psychologist	or	care-	co-ordinator?			 		 Some	teams	following	up	actions	at	MDT			 		 Lack	of	follow-up	on	actions	in	some	teams			 		 				 Involving	service	users	 Some	psychologists	attempt	to	meet	with	service	user	beforehand	to	bring	in	their	view			 		 Summary	of	team	formulation	shared	with	service	users	in	some	teams			 		 Ongoing	need	to	consider	how	best	to	do	this			 		 		
		
Demands	of	facilitating	 Competing	demands	on	attention	
		
		 Risk	of	criticism/	exposure	(for	staff	and	facilitator)	
		 		 Keeping	time	
	 82	
		 		 Helps	to	make	use	of	allies	
		 		 Managing	anxieties	of	staff	
		 		 Managing	own	anxieties	
		 		 Balancing	reflection	and	action	
		 		 Managing	conflicting	views/	expectations	
		 		 Advocating	for	a	stance	vs	facilitating	discussion	
		
		 Helpful	to	have	psychologist	in	team	and	external	consultant	as	facilitator			 Importance	of	open	discussion	to	manage	difficulties	 				 		 		
iii)	Perceived	
impact	on	team	 		
Gives	space	to	reflect	(on	cases/	responses/	feelings)	
		
		
Opportunity	to	discuss	different	perspectives	(challenge	medical	model,	constructive	conflict,	offer	ideas)			 		 Increases	understanding	and	empathy			 		 Brings	together	information			
		
More	psychologically	informed	care	(e.g.	focus	on	relationship,	less	blaming)			 		 Improved	outcomes			 		 Increased	role/	profile	of	psychology	in	teams			 		 Staff	feel	less	stuck			 		 Develop	new	ideas/	cohesive	approach			 		 Staff	feel	more	supported			 		 Shared	responsibility	for	risk			
		
Spreads	psychological	knowledge	(e.g.	role	of	trauma)			 		 Increases	use	of	psychosocial	explanations			 		 Changes	need	reinforcement	outside	of	meetings	e.g.	further	training			 		 Systemic	changes	diffuse/	difficult	to	identify			 		 Systemic	change	takes	time			 		 Increased	referrals	for	therapy	
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Appendix M: Examples of Coded Transcripts 
1. Implementing team formulation can be challenging 
1.1. Embedding team formulation in MDTs involves overcoming practical and 
interpersonal challenges 
Difficulties achieving shared ownership of meetings. 
Participant 3 
 
Participant 4 
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Participant 5 
 
Challenges in ensuring plans followed through. 
Participant 4 
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Participant 5 
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Difficulties engaging staff 
Participant 1 
 
Participant 5 
 
	 87	
 
Challenges involving service users. 
Participant 3 
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1.2. Team formulation needs a skilled facilitator 
Participant 1 
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Participant 3 
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2. Team formulation creates a space to think more broadly 
2.1. Team formulation creates a space to reflect and discuss different perspectives 
Participant 3 
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Participant 5 
 
2.2. Team formulation leads to a shift towards psychosocial perspectives 
Participant 2 
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Participant 3 
 Participant	5	
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Appendix	N:	Table	of	Theme	Definitions	
	
 Theme name Definition 
 
1 
 
1. Implementing 
team formulation 
can be challenging 
 
Setting up and facilitating team formulation was seen as challenging, both 
within and outside of meetings.  An enthusiastic and skilled facilitator was 
therefore needed in order to negotiate these challenges and build support 
within teams. 
 
 
1.1 
 
Sharing ownership 
of team 
formulation can be 
difficult 
In order to embed team formulation in busy MDTs, there was a need for 
enthusiasm within the team and commitment from psychology and 
management in order to overcome the practical and interpersonal 
challenges.  Although attempts were made at sharing the workload 
involved in this, success varied and seemed to require continued support 
from psychology.  These difficulties related to: 
Sharing the workload of meetings – The workload of meetings (e.g. 
preparing notes, writing summaries) was mainly undertaken by 
psychology.  Clinicians varied in the degree to which they were able to 
share this with teams. 
Ensuring that action plans were followed through – Some participants 
reported clear allocation of tasks and follow-up structures for action plans, 
however many had less consistent follow-through to care. 
Engaging staff – Many members of staff welcomed team formulation and 
attended regularly. Others were more difficult to engage for a range of 
suggested reasons (e.g. lack of time or feeling threatened).  Facilitators 
needed to consider how to introduce and facilitate engagement in teams. 
Involving service users in the process – Many clinicians highlighted the 
lack of service user involvement in the process of team formulation as 
problematic.  Those who met with service users before and after meetings 
were sometimes unsure of how meaningful this was to the service user. 
 
1.2 Team formulation 
needs a skilled 
facilitator 
 
Facilitating team formulation was seen as a complex task, which required 
the ability to be both reflective enough to hold onto ones’ biases and 
facilitate discussion, whilst being directive enough to manage issues 
arising in the room and develop a formulation and action plan within a 
limited timeframe.  Because of the complexities that could arise in the 
room, there was a sense that team formulation had the potential to be 
exposing and anxiety provoking both for staff and facilitators. 
 
 
2 
 
Team formulation 
creates a space to 
broaden thinking 
 
Team formulation was seen as providing space to think differently about 
the work that people were doing with service users.  These differences 
seemed to result both from having a space to reflect together within teams, 
as well as from changing the position of psychology and psychological 
perspectives within MDTs. 
 
 
2.1 
 
Team formulation 
creates a space to 
reflect and discuss 
different 
perspectives 
 
Team formulation provides a space to reflect as a team and discuss 
different perspectives.  This was thought to lead to a deeper understanding, 
increased empathy, reduced feelings of ‘stuckness’ and an increased sense 
of support and collaboration within teams.  However, it could also 
highlight differences and led to power struggles with some team members.  
 
 
2.2 
 
Team formulation 
leads to a shift 
towards 
psychosocial 
perspectives 
 
Team formulation creates a space where psychology can influence 
thinking.  This was thought to raise the profile of psychology within 
teams, increase psychosocial perspectives and lead to more 
psychologically informed care. However, some of the changes were 
difficult to define and measure and required regular reinforcement outside 
of meetings to be sustained. 
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Appendix O: Reflective Statement 
 Due to the interpretative nature of qualitative analysis, I was careful to monitor my 
pre-existing knowledge and biases prior to and during the analysis and interpretation of 
interviews and reflected on how these might impact on the themes identified. 
 Prior to starting training, I worked on a research trial testing a therapy for people 
diagnosed with personality disorder, recruiting from community mental health teams who 
I saw as approaching mental health from a heavily medicalised model.  During this time, I 
became highly disillusioned with this approach which I felt located problems within 
individuals which were more often understandable reactions to difficult life experiences 
and circumstances.  Having spoken to many of the psychologists working in this area, 
including Dr Lucy Johnstone, I became interested in the increasing use of team 
formulation in an attempt to develop a more psychological understanding of mental health 
problems. This led me to develop an interest in team formulation as a method of 
increasing psychosocial explanations of mental health within MDTs, which led to this 
being one of my research questions.  I therefore needed to be conscious that I was biased 
towards the view that psychosocial perspectives were intrinsically ‘better’ or more ethical 
than biomedical explanations and that other psychologists would agree with me.  This led 
me to be upfront about this being one of my areas of interest for the study but asked 
participants to let me know whether this had been their experience or not and asked open 
questions around this. Whilst analysing the transcripts, again I maintained an awareness 
of the likelihood that I might look for data which fit with this view.  For example three of 
the participants endorsed this view very strongly, along with the need to approach mental 
health from a more trauma-informed approach, which did not come through in the other 
interviews.  I therefore had to remain even-handed in my approach to this and only 
incorporated data which fit with the dataset as a whole.   
 By conducting a literature search prior to data collection, I was able to ask 
questions which explored areas that I felt would add new knowledge.  This included a 
better understanding of how team formulation was being conducted, the challenges that 
psychologists were faced with in holding meetings and how these were being negotiated. 
In my first year on training, I was on placement in a team using team formulation and saw 
that the psychiatrists had seemed threatened by it and either refused to attend or attended 
but interjected more medicalised perspectives.  This increased my interest in the claim 
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that team formulation could be used to shift MDTs towards more psychosocial 
perspectives and how this would be received and negotiated.  
 Many of the participants that I interviewed were people that I had worked with as 
an assistant.  I think that this helped me with recruitment and enabled me to establish a 
rapport in a way that I think helped them to be more open with me about their 
experiences.  In contrast, some of the participants who I had not met before may have 
held back more, which may have led me to have a slightly less candid view of their 
experiences.  Furthermore, as the idea of using team formulation to promote psychosocial 
perspectives in MDTs comes with this implicit bias towards this view, it may be that 
some participants were less comfortable about being open about this. 
  As a trainee clinical psychologist interviewing qualified psychologists, many of 
whom were at a consultant level, conducting interviews was anxiety provoking at times.  
This may have impacted on my ability to be reflective during interviews and to be 
sufficiently directive of discussions.  This was particularly apparent in earlier interviews 
in which it seemed as though I was being told more about what participants wanted to tell 
me, rather than what I was researching.  I became increasingly confident throughout the 
interviews and more able to be directive.  I also found this easier for participants who I 
knew and who were more junior as interrupting consultant clinical psychologists who I 
had never met before was quite intimidating!  In spite of this, I was able to explore all of 
the question areas on my interview schedule with every participant, however it is possible 
that if I had felt more relaxed, I might have explored topics in more depth. 
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1.0 Introduction 
 
1.1 Background and Theoretical Rationale 
 
Over recent years, cuts to NHS services and the demands for improved access to 
psychological therapies have led to an increasing emphasis on consultation and leadership 
as a way for clinical psychologists to justify their worth (Onyett, 2007).  One such method 
of consultation is the use of team formulation meetings, in which psychologists develop 
psychological formulations with other members of an MDT (DCP, 2011).  
One of the suggested benefits of team formulation meetings is, that it may shift MDT 
culture from focusing on a diagnostic (and therefore biomedical) understanding of service 
user’s difficulties to a more psychosocial one (DCP, 2011; Johnstone, 2014).  This is 
relevant to recent discourse around the role of psychological perspectives within MDT 
settings, for example the Division of Clinical Psychology’s (DCP, 2013) position 
statement opposing the use of the current diagnostic classification systems in favour of 
more psychosocial explanations of mental health. Although the extent of agreement with 
this statement varies within the profession (e.g. Walker, Harpur-Lewis and Langford, 
2014), one part of the role of psychologist is to bring the psychological perspective to 
MDT discussions (DCP, 2010; Onyett, 2007).   
However, since NHS operates within a largely diagnostic framework (DCP, 2011), 
the extent to which psychosocial understandings are incorporated into discussions within 
teams and treatment plans is likely to vary. Indeed, Christofides, Johnstone and Musa 
(2012) found that many psychologists felt that they needed to approach the use of 
psychological formulations in teams gradually by ‘chipping in’.  Therefore the adoption 
of team formulation meetings may be seen as a political one; developing an explicit space 
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for psychosocial understandings within medically-dominated systems, and some authors 
have named it as such (e.g. Johnstone, 2014; Onyett, 2007; Whomsley, 2010).   
Despite it’s purported benefits, team formulation is still a relatively new practice and 
research is needed on how best to implement it (e.g. Jackman, 2013).  Issues around 
negotiating staff attitudes towards team formulation meetings are mentioned in much of 
the published literature on this topic (e.g. Johnstone, 2014; Hewitt, 2008; Summers, 
2006), however these are often not explicitly addressed and have not been the focus of 
previous research.  In particular, if one of the aims of clinicians in using team formulation 
is to promote more psychosocially minded cultures in MDT’s, how this is being received 
and negotiated will be important in understanding whether and how this is working.  For 
example, if team formulation is perceived as a threat or as not adding anything new, these 
are likely to become barriers to effective implementation and to the desired culture change 
(Christofides et al., 2011; Johnstone, 2014). The aim of this research is therefore to 
investigate the experiences of clinical psychologists of using team formulation meetings 
to increase psychosocial understanding in MDTs in order to inform clinical practice and 
highlight areas for further development. 
 
1.2 Research Questions 
The general question to be addressed by this research is: ‘What are clinical 
psychologists experiences of using team formulation meetings as a method of 
psychological consultation within MDT’s?’, however as outlined above, the focus is more 
specifically, ‘are team formulation meetings being used to promote psychosocial 
understandings of mental health problems within MDT settings?’ and if so, ‘what are 
psychologists’ experiences of this?’  
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2.0 Method 
2.1 Design  
As there is currently little research into team formulation, qualitative methods 
were seen as appropriate as they enable exploration into new areas and allow novel 
insights (Boije, 2010).  The study design will be a qualitative analysis of one-to-one, 
semi-structured interviews conducted face-to-face or over the telephone where this is not 
possible (e.g. due to timing and location).  Transcripts will be analysed using thematic 
analysis (Braun & Clarke, 2006)(see analysis section). 
  Although telephone interviews have been argued to be problematic due to the 
potential for the lack of visual cues to impact on rapport (Openakker, 2006; Sweet, 2002), 
there is little evidence that the differences between telephone and face-to-face interviews 
have a significant impact on the data obtained (Novick, 2008; Sturges & Hanrahan, 2004).   
For example, although telephone interviews are often shorter, this may in part be due to 
there being less off-topic discussion (Irvine, 2010) and strategies can be employed to 
establish a rapport without visual cues, for example having an informal chat before 
interviews (Burnard, 1994). 
  Semi-structured interviews were chosen for this study as they allow a deep 
exploration of a topic, probing for specific subjects whilst allowing follow-up questions 
arising from what participants have said (DiCicco-Bloom & Crabtree, 2006).  Focus 
groups were not employed for this study due to the geographical spread between 
participants. Other methods, such as a Delphi survey approach were not chosen in order to 
allow an in-depth exploration of psychologists’ experiences rather than identifying 
consensus views. 
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2.2 Participants  
  Participants included in this study will be clinical psychologists with experience of 
facilitating team formulation meetings within adult mental health MDT settings.  It was 
felt that issues may differ depending on the client group, therefore this research will focus 
on adult mental health settings as this has been the focus of several recent publications 
(e.g. Berry, Barrowclough, & Wearden, 2009; Davenport, 2002; Hollingworth & 
Johnstone, 2014). Participants will mainly be recruited from Sussex Partnership and Cwm 
Taf UHB as these two health boards have implemented team formulation across all of 
their adult mental health services.  Cardiff and Vale UHB are planning to do the same and 
will therefore be included as a recruitment site.  Sussex Partnership have been using team 
formulation for longer than Cwm Taf and have implemented it in a top-down manner as 
opposed to the bottom-up strategy employed in Cwm Taf.  This should enable a breadth 
of comparisons between the different recruitment sites and give insights into difficulties 
that may arise as a result of either approach and at different stages of implementation. 
Inclusion criteria: 
• Clinical Psychologist 
• Experience of conducting team formulation meetings 
• Adult mental health setting (any) 
  There are no additional exclusion criteria if participants meet the inclusion criteria.  
  No further interviews will be sought once the researcher and their supervisors 
judge data ‘saturation’ to have been achieved.  This is the point at which all questions 
have been thoroughly explored and no new concepts are elicited in further interviews 
(Trotter, 2012).  This is thought to be an appropriate end point to data collection for 
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several types of qualitative analyses, including thematic analysis (e.g. Ando, Cousins, & 
Young, 2014; Guest, Bunce & Johnson, 2006). As such, the sample size required for this 
study cannot be stated in advance, however Guest, Bunce and Johnson (2006) suggest that 
for a relatively homogenous sample with a clearly defined research area, 12 participants is 
likely to suffice.  Kuzel (1992) suggests the use of 12-20 data sources in order to ensure 
maximum variation and check for disconfirming evidence.   
  A target number of 12 to 20 participants will therefore be recruited through 
contacts within each of the main trust sites (Cwm Taf UHB, Sussex Partnership and 
Cardiff UHB), until data saturation has been reached.  Discussions with contacts at each 
site have indicated a pool of 25-30 potential participants across the three sites.   
  Factors such as logistical considerations and participant burden are considered to 
be important barriers to recruitment to research (Newington & Metcalfe, 2014).  
Therefore, the interviews will be offered at a time that suits participants, over the phone if 
needed and efforts will be made to conduct the interviews in just one session.  
Furthermore, the researcher will aim to attend a departmental meeting in each trust to 
explain the study and be introduced to potential participants in order to enhance 
participation and rapport.  The researcher will also draw on existing professional networks 
established through previous research and clinical work in Cwm Taf and Sussex 
Partnership.  
. 2.3 Measures/Interviews/Stimuli/Apparatus  
. Participant details will be collected at the time of consent in order to 
describe the sample.  This will include sex, years since qualification, length of time 
working in their team, how long they have conducted team formulation meetings for, 
whether this was adopted using a bottom-up or top-down (trust-wide) approach, work 
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setting and psychological model(s) used. 
. Interview questions will be devised in consultation with lead psychologists 
in team formulation and research supervisors to ensure that they elicit information on the 
desired subject matter whilst allowing the opportunity for unanticipated insights to arise.  
In particular, the psychologist involved in this project from Cwm Taf UHB, Dr Lucy 
Johnstone is recognised as a leading voice in team formulation and has published several 
articles and a book chapter on this topic (e.g. Christofides, Johnstone and Musa, 2012; 
Hollingworth & Johnstone, 2014; Johnstone, 2014).  A draft of the interview schedule 
with examples of questions probing for the topics of interest is included in appendix A. 
• 2.4 Procedure  
  For a Gantt chart of timings for this study, please see page 21.  Further details are 
outlined below. 
Once relevant R&D approvals have been received, the researcher will arrange to 
attend a psychology department meeting within each health board to explain the research 
and take contact details of those who are willing to participate.  Potential participants (as 
identified through local contacts) who were not at these meetings will be contacted by 
telephone and followed up by e-mail with study details.  Those that are not reached over 
the phone will be e-mailed directly asking if they would be willing to participate.  A 
decision will be made as to whether recruitment needs to be extended to include other 
trusts by April-May 2015 and applications will be made to further R&D departments 
where appropriate. 
 Once they have indicated that they are willing to participate, participants will be 
contacted and interviewed either in person or over the telephone at a time agreed with 
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them. 
2.5 Ethical considerations 
Participants will be given a written information sheet informing them about the 
nature and extent of the study either in person or via e-mail and asked to either sign a 
consent form or indicate via e-mail that they have read the information and consent to 
participate.  The information sheet will specify participants’ right to withdraw from the 
study and that they will be informed if there are any significant changes to the study and 
asked if they give their continued consent.   
It is important that participants feel safe to comment on practices within their 
organisation.  The fact that three separate health boards are being recruited from and that 
the research is looking for themes across the dataset rather than focusing on specific 
individuals or organisations should help with this.  Furthermore, it will be acknowledged 
in the report that these are the subjective experiences of several clinicians and that the 
issues identified should be viewed in this light.  In order to ensure that participants remain 
anonymous, they will each be assigned a participant number and their names and places 
of work will not be collected for the research. Care will be taken when using long 
quotations that these do not identify individuals or organisations and the health boards 
recruited from will not be identified in the report.   
In order to protect participants’ confidentiality, information disclosed in 
interviews will be used for the research only and not discussed outside of supervision. An 
exception to this may be made if information arises during interviews which suggests that 
harm may come or has come to participants or people they discuss in which case the 
researcher may need to instigate safeguarding procedures.  Participants will be informed 
of this on the information sheet and informed that the researcher will be breaking 
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confidentiality where this is appropriate.  Recordings will be stored on a password-
protected computer and an encrypted memory stick until the interview data has been 
transcribed.  Once the data has been transcribed, recordings will be erased.  Transcribed 
data will be password protected and kept on a password-protected computer.  Since it may 
be necessary to employ the services of a transcriber in order to ensure that data analysis is 
completed on time, this will be included on the participant information sheet. 
In order to minimize misrepresentations of participants’ views, themes identified 
from the data will be shown to a subset of participants to ensure that the data fits their 
experiences. 
Since this study only involves seeking the perspectives of staff, NHS Research 
Ethics approval is not needed, however approval will be sought from the University of 
Surrey Faculty of Arts and Human Sciences research ethics committee. 
2.6 R&D Considerations 
In order to access NHS staff to participate in this study, approvals will be needed 
from the Research and Development Departments within each trust.  The main trusts 
identified for participation in this study are Sussex Partnership, Cwm Taf UHB and 
Cardiff UHB. 
Sussex Partnership have trained staff trust-wide to deliver team formulation 
meetings and hold regular shared practice meetings.  They recently approved a project by 
a Salomans trainee to audit the team formulation training.  Therefore, this project is 
relevant to an area of clinical interest to this trust and exploring its use may be useful for 
the future implementation of these meetings. The research theme most closely linked to 
this project is the mood and anxiety research theme, which focuses on evaluating 
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interventions for a range of mental health problems.   
Cwm Taf’s research strategy includes more generally encouraging research to 
improve services within mental health.  Since team formulation has been adopted trust-
wide, this project is likely to be relevant to this. 
Cardiff and Vale’s do not have specific research themes and therefore review 
applications on a case-by-case basis.   
Research and Development Department approval will therefore be sought from 
Sussex Partnership and to Cwm Taf UHB and Cardiff and Vale UHB through the Welsh 
co-ordinated research and development approval system on the Integrated Research 
Application System (IRAS).   
3.0 Project Costing 
Since participants will be recruited from all over the UK, telephone interviews will 
be used in order to minimize costs.  However, this will require use of telephone recording 
equipment which will cost around £90 for a mobile phone device or £10-20 for a landline 
device.   
Furthermore, it may be helpful to attend a psychology department meeting in each 
area to explain the project and arrange interview times.  The mileage to the different sites 
is: Royal Glamorgan Hospital, Cwm Taf UHB: 143 miles, Cardiff, Cardiff and Vale 
UHB: 136 miles and Sussex Partnership is divided into smaller localities, all within an 
hour’s drive.  Where possible, meetings will be attended in similar areas on the same days 
in order to reduce costs. 
Transcribing interviews is seen as a part of immersing oneself in ones data in 
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order to conduct the analysis (Braun & Clarke, 2006) and therefore this will be done 
where possible.  However, if this is not completed in time due to time constraints, a 
transcriber may be hired to help with this.  These services are available for £5-6 per hour. 
4.0 Proposed Data Analysis 
Interview transcripts will be analysed using an inductive thematic analysis, using a 
critical realist stance.  Therefore, the information given by participants will be treated as 
reflecting reality, whilst acknowledging that their experiences both in and out of the 
interview are constructed within their social context and subject to interpretation 
(Stickley, 2006).  
The stages of analysis will follow those outlined by Braun and Clarke (2006)  
(Appendix B).  Once the coding frame has been established, Joffe (2012) recommends 10-
20% of the data be coded by an independent researcher and compared with the analysis of 
the lead researcher.  Therefore 15% of the data will be analysed by an independent 
researcher and discrepancies will be discussed and amended.  The degree of discrepancy 
will be recorded and reported, with agreement higher than 75% being considered 
relatively reliable (Joffe, 2012).  Themes will also be checked with a subset of 
participants to check whether they capture their experiences. 
 
5.0 Involving/Consulting Interested Parties 
The stakeholders in this research were identified to be Clinical Psychologists who 
conduct team formulation meetings in MDTs.  Therefore the topic area was discussed 
with clinicians acting as the lead for these meetings within both of the main trusts 
identified (Sussex Partnership and Cwm Taf). 
Including the voice of service users in team formulation research and practice is an 
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area in need of research, however this is beyond the scope of this project.  Therefore it 
was not considered relevant to consult service users on this topic. 
6.0 Contingency Plan 
The main potential problems identified were with recruiting the desired sample 
size and getting the approval of Research and Development departments.  To help with 
both of these potential issues, the lead psychologists on team formulation within Cwm Taf 
and Sussex Partnership have agreed to support recruitment and provided a contact within 
Cardiff and Vale UHB.  They have also agreed to help with getting approval from the 
Research and Development Departments and may be formally named as field supervisors 
to help with this. 
If the desired sample size is not recruited from these three health boards, 
recruitment will be extended to include further trusts and as Lucy Johnstone has trained 
many other clinicians in team formulation, she can advise on where else it might be useful 
to seek approvals for. 
There is no consensus on a minimum sample size for a thematic analysis, therefore 
even if the target sample size is not reached, this does not mean that the analysis will not 
be meaningful.  Therefore, if data saturation is not reached by the end of recruitment the 
data collected will be analysed and the small sample size will be included as a limitation 
of the study.  
7.0 Dissemination strategy 
The plan is to submit this work for publication in the Journal of Mental Health 
Training, Education and Practice.  This is a journal of multidisciplinary practice and 
therefore this research is potentially relevant to their readers.  Furthermore, since this 
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research is of relevance to clinicians conducting team formulation meetings, the findings 
will also be disseminated through clinicians with an interest in this area, including study 
participants.  Copies of the report will also be sent to the Research and Development 
Departments of the health boards included in this study so that they are able to 
disseminate the outcomes to any interested parties.  
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Abstract 
Purpose: To identify the implementations issues faced by clinicians using 
psychological formulation in multidisciplinary teams (MDTs) and recommendations for 
practice.  
Methodology: A systematic search of Medline, PsycINFO, PsychArticles, 
PsycBOOKS, the Cochrane Library and relevant journals was used to identify literature 
on using psychological formulations in mental health MDTs.  English language work 
from any date was included. 
Findings: A number of implementation issues and recommendations were 
identified.  Barriers to implementation included a lack of time, difficulties integrating 
formulation into current service structures and the attitudes and emotions of staff.  
Recommendations for practice included the need for proper training, supervision and 
support when conducting this kind of work, as well as the need for clear links to care 
planning.  However at present there is a very limited literature on this and most 
suggestions were based on clinician experience rather than empirical evidence. 
Practical implications: Clinicians and researchers can learn from the experiences 
of others conducting this kind of work, whilst recognising the limitations of the literature 
to date.   
Originality/value: This paper brings together and assesses the available literature 
on using psychological formulation in teams so that other clinicians and researchers will 
be able to learn from these and identify areas for future research. 
 
 
Keywords: Multidisciplinary, team, psychological, formulation  
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Statement of Journal Choice 
The Journal of Mental Health training, Education and Practice was selected as the 
target for submission for this review as it focuses on inter-disciplinary mental health 
practice.  The journal accepts review articles and this review is relevant to 
multidisciplinary team (MDT) working.  Furthermore, since the use of psychological 
formulation in teams is an area of increasing interest in the UK (Johnstone, 2014) and is 
highlighted in policy guidelines (DCP, 2011; Onyett, 2007), a review of the literature in 
this area would be appropriate for a UK focused journal and relevant to its readership.   
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Introduction 
Psychological formulation is seen as a core competency for the work of clinical 
psychologists and a defining feature of their work (DCP, 2011).  With cuts to NHS 
services and the increasing demand for psychological therapy to be made available to 
more people at a lower cost, clinical psychologists are increasingly needing to justify their 
worth (Onyett, 2007).  Providing consultation through developing and sharing 
formulations with other members of multidisciplinary teams (MDTs) is one way in which 
psychologists have sought to make the most of their limited resource (Onyett, 2007).  
There are an increasing number of examples of this kind of practice available (e.g. 
Davenport, 2002; Dexter-Smith, 2010; Whomsley, 2010).  However very little research 
has been conducted into the use of psychological formulation in teams and often the 
structures and supports needed for this kind of work are not available (Jackman, 2013).  
This has left many psychologists unsure that they are doing this in the right way or how 
they could be doing this more effectively (Christofides, Johnstone & Musa, 2012).  
The use of team formulation meetings with a clear structure has been suggested as 
one way of increasing clarity and confidence on how to implement psychological 
formulation in teams (e.g. Jackman, 2013).  Team formulation meetings have been 
conducted in a number of ways and have many perceived benefits including improving 
communication and teamwork, drawing on and valuing the skills of different professions 
and enhancing the psychological-mindedness of MDTs (DCP, 2011).  Indeed, early 
research suggests that team formulation meetings may have many benefits to team 
working, which may in turn benefit the care received by service users (Hollingworth & 
Johnstone, 2014).  It is possible that some of the early suggested benefits of team 
formulation are due to factors other than the formulation itself, for example increased 
team contact or consultation space (Hollingworth & Johnstone, 2014).  However, having 
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the space to reflect on cases and team processes is something that is seen to be valuable in 
itself (Onyett, 2007) and additional benefits may be gained from the formulation, such as 
generating suggestions for care planning (Hollingworth & Johnstone, 2014).   
With all of the purported benefits of using psychological formulation in MDT’s, it 
is crucial that these are supported with empirical evidence if this kind of practice is to be 
adopted routinely (Jackman, 2013).  This evidence is gradually building but so far has 
been limited by small sample sizes and difficulties in measuring diffuse outcomes.  
Furthermore, it is likely that whether or not a team formulation is helpful will depend on a 
number of factors.  An awareness of the barriers to formulation being useful and 
recommendations for how to overcome them will be useful going forward in order to 
ensure that structures are as robust as possible prior to evaluating them.  It is likely that 
clinicians have learned from attempting to use formulation in teams and that these insights 
will be valuable to other researchers and clinicians.   
Aims 
 The aim of this review was therefore to identify what issues clinicians and 
researchers have identified in implementing psychological formulation in MDTs.  This 
included both perceived barriers and recommendations for overcoming them. 
 
Method 
Data Sources 
 A systematic search was performed in April 2014 using Medline, PsycINFO, 
PsychArticles, PsycBOOKS and Cochrane Library. The search identified the following 
terms in article title, abstracts or keywords (formulation OR biopsychosocial) AND 
(multidisciplinary OR MDT) AND (‘mental health’) OR “team formulation”.  Further 
potentially relevant studies were identified through screening the reference lists of 
	 121	
included articles.  In addition journals focusing on multidisciplinary mental health 
practice, The Journal or Mental Health Training, Education and Practice, Psychiatric 
Bulletin, Mental Health Review Journal and the Clinical Psychology Forum were hand-
searched for relevant articles.   
Study Selection 
 Studies were included if they i) related to MDTs working in mental health settings 
with male or female service users of any age or diagnosis ii) identified implementation 
issues and/or recommendations for implementing psychological formulations in MDTs 
and iii) were in English.  No restrictions were put on the date or type of publication, 
however unpublished theses were not included. 
 It was anticipated that there would not be much published research on this area.  
For this reason, articles were not excluded for methodological reasons; rather the articles 
were considered for their contributions with a view of their methodological limitations.  
 
Results 
Description of Studies 
Nineteen publications met the inclusion criteria for this review.  These are listed in 
Table 1. See Fig. 1 for a PRISMA diagram. The publications were published in the UK 
between 2002 and 2014 and covered inpatient and outpatient mental health settings for 
adults and older adults.  Ten of the nineteen articles identified were mainly theoretical or 
examples of practice.  Furthermore, only eight of the publications including three of the 
nine empirical articles were published in peer-reviewed journals.  This suggests that the 
strength of the evidence supporting recommendations for practice may be weak which 
limits the conclusions that can be made based on the findings from this review.  
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The empirical articles identified were mainly aimed at identifying stakeholder 
(clinical psychologists, MDT staff and service users) views on the use of psychological 
formulation in teams (Christofides et al., 2012; Craven-Staines, Dexter-Smith & Li, 2010; 
Hollingworth & Johnstone, 2014; Kennedy, Smalley & Harris, 2003; Robson & Quayle, 
2009; Summers, 2006) and the effects of formulation meetings on staff understanding of 
service user’s difficulties (Berry, Barrowclough & Wearden, 2009; Wainwright & Bergin, 
2010).  One article also analysed the content of reports from complex case consultation 
forums (Walton, 2011).  All of these studies used small samples (5-30 participants), and a 
minority of them were across more than one service (Berry et al., 2009; Christofides et al., 
2012; Walton, 2011), which may limit the generalizability of these findings.  None of the 
studies compared developing psychological formulation in teams with other approaches 
such as MDT case discussion or reflective practice sessions, therefore it is unclear 
whether the implementation issues and recommendations are specific to this kind of work.  
Implementation issues were not evaluated in any of the studies identified, however many 
of the authors made suggestions on the basis of their research and experiences, therefore 
the results represent practice-based evidence rather than evidence-based practice.  Some 
of the authors were involved in more than one publication, including Johnstone 
(Christofides et al., 2012; Hollingworth & Johnstone, 2014; Johnstone, 2014), Kennedy 
(Kennedy, 2008; Kennedy, et al., 2003) and Dexter-Smith (Craven-Staines et al., 2010; 
Dexter-Smith, 2010) and many of the authors cited each other. This may have inflated the 
level of attention given to certain issues and led to other areas being neglected.   
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Table 1  
Study Characteristics of peer-reviewed literature 
 
Source Design/ 
Analysis 
Participant Type 
(Number) 
Setting 
Peer-reviewed literature 
Qualitative 
  
Christofides et al. 
(2012) 
Thematic 
analysis 
Clinical 
Psychologists (10) 
Across several inpatient/ 
community services 
Summers (2006) Grounded 
theory 
MDT staff (25)  High-dependency 
rehabilitation 
Quantitative   
Berry et al. (2009) Within group 
pre and post 
test 
Mental Health Nurses 
(16), Support 
Workers (14) 
Psychiatric Rehabilitation 
Theoretical/ examples of practice   
Davenport (2002) N/A N/A Low-secure rehabilitation 
Hewitt (2008) Case example MDT staff (5) Rehabilitation unit 
Johnstone (2014) N/A N/A All 
Kennedy (2008) N/A N/A Inpatient 
Whomsley (2010) N/A N/A AOT 
 
Grey literature 
Qualitative 
  
Craven-Staines et 
al. (2010) 
Not stated MDT staff (20) Older person’s inpatient/ 
community 
Robson & Quayle 
(2009) 
Thematic 
analysis 
MDT staff (7)  Acute inpatient 
Wainwright & 
Bergin (2010) 
Content 
analysis and 
thematic 
analysis  
MDT staff (5)  Older person’s inpatient 
Walton (2011) Thematic 
analysis  
Not specified Inpatient (58), 
Community (31) 
Quantitative   
Hollingworth & 
Johnstone (2014) 
Survey MDT staff (22)  Various inpatient and 
community services 
Kennedy et al. 
(2003) 
Survey MDT staff (N = not 
specified) 
Inpatient 
Theoretical/ examples of practice   
Charlesworth 
(2010) 
N/A N/A N/A 
Dexter-Smith 
(2010) 
N/A N/A Older person’s inpatient 
Jackman (2013) N/A N/A N/A 
Lake (2008) N/A N/A N/A 
Shirley (2010) N/A N/A Older person’s inpatient 
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Peer-reviewed Articles 
 The barriers to implementation and recommendations for practice from the peer-
reviewed articles are summarized in Table 2. 
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Table 2  
 
Implementation issues and recommendations from peer-reviewed literature 
	
Source Barriers Facilitators / Recommendations 
Qualitative  
Christofides et 
al. (2012) 
• Work difficult to define 
• Limited time/resources 
• Harder in existing meetings 
• Attitudes/emotions of staff 
• Not taking expert position  
• Need for discussion forums 
• Following structured guidance 
 
Summers (2006) • Limited impact on care  
• Too speculative 
• Staff attitudes 
• Have proper training  
• Integrate into routine practice 
• Involve unqualified staff 
   
Quantitative  
Berry et al. 
(2009) 
 • Frequently revise formulations 
   
Theoretical/ examples of practice  
Davenport 
(2002) 
 • Have training and supervision 
• Clear rules for meetings 
Hewitt (2008) • Focus of notes on medication 
• Staff attitudes  
• Acknowledging staff expertise  
• Assurance of not blaming staff  
Johnstone 
(2014) 
• Staff emotions 
• Conflict with medical model and 
other demands 
 
• Take non-expert stance 
• Keep an eye on group processes and 
avoidances 
• Allow time to express feelings  
• Reflect on diagnoses 
• Encourage collaboration 
• Provide on-going supervision 
Kennedy (2008) • Lack of time  
• Ward rounds not conducive to open 
discussion 
• Confidentiality may block  
• Biases of formulators 
• Take compassionate stance 
• Collaborate with key worker 
• Obtain consent  
• Make use of supervision and reflection  
Whomsley 
(2010) 
• Heated discussion 
• Formulations may be upsetting for 
service users 
 
• Set aside time each week  
• Involve all staff 
• Rotate facilitator 
• Use a template  
• Formulate every service user 
• Share with staff and client  
 
 Qualitative Research.  Two qualitative studies were identified in the peer-
reviewed literature.  Christofides and colleagues (2012) conducted an inductive thematic 
analysis of how clinical psychologists applied psychological formulation to their work in 
MDTs. Summers (2006) used grounded theory to analyse staff views of team formulation 
meetings in a high-dependency rehabilitation setting.   
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Implementation issues. The implementation issues identified included that 
applying psychological formulation through ‘chipping in’ was difficult to measure and 
many psychologists were unsure of how others were doing this (Christofides et al., 2012).  
It was thought to be more difficult to formulate in existing meetings and in services that 
have limited time (Christofides et al., 2012).  It was noted that thinking psychologically 
about clients’ distress was more emotionally challenging which could also act as a barrier 
to engaging staff (Christofides et al., 2012).  The issue of the psychologist as ‘expert’ was 
seen as discouraging staff from being involved in formulations, as well as leading them to 
see formulation as ‘fact’ rather than a hypothesis (Christofides et al., 2012).  In contrast, 
Summers (2006) found that some staff saw formulations as being too speculative and felt 
that incorrect conclusions could be drawn on the basis of little information.  Clearly, such 
viewpoints would undermine the application of formulation and would need to be 
addressed.  Most staff in Summers’ (2006) study saw few drawbacks to the meetings, 
however the most frequently cited limitation was the potentially limited impact on care.  
Furthermore, Summers (2006) identified that fewer non-qualified members of staff had 
attended formulation meetings and read the written summaries, which may indicate that 
there are barriers to involving the entire team. 
Recommendations for practice.  Recommendations for practice were highlighted 
through how psychologists were using formulation in teams.  In Christofides and 
colleagues’ study (2012), this work had been built through trial and error and those who 
had moved to a more explicit use of formulation had done so collaboratively with staff, 
ensuring that their experience was acknowledged (Christofides at al., 2012).  Summers 
(2006) suggests that training may help to manage staff expectations and that formulation 
may have the most to offer if it is embedded in routine practices with robust links to care 
planning. 
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Summary.  Taken as a whole, the qualitative studies identified implementation 
issues relating to:  
1) Uncertainty about how others were using formulation in teams 
2) Difficulties fitting formulation into team practices 
3) Potential for increased emotional demands from this work 
4) Attitudes and expectations of staff 
5) Potential for limited impact on care 
6) Lack of involvement of unqualified staff 
The recommendations for practice were: 
1) Build relationships and work collaboratively with staff  
2) Hold training  
3) Integrate formulation into routine practice with clear links to care planning 
These articles suggest a number of important implications.  Firstly, the importance 
of taking the time to build trusting relationships and not taking an ‘expert’ position is seen 
as important in laying the groundwork for effective use of formulation (Christofides et al., 
2012). The position of psychologist and the registrar leading the meetings in Summers 
(2006) study as ‘expert’ may be part of the reason for some of the more hostile comments, 
however in both cases it was suggested that proper training and structures may be of 
benefit in supporting this work (Christofides et al., 2012; Summers, 2006).  Clear 
structures for feeding formulations into care planning may also help to increase the utility 
of formulation in teams and justify the time used to develop them (Summers, 2006).  
Many of the participants in Christofides and colleagues (2012) study were using 
formulation more informally and highlighted the importance of taking the time to discuss 
formulations in an appropriate context as well as recognising the difficulties in doing so 
(Christofides et al., 2012).  Interestingly, the potential for a negative emotional impact on 
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staff was highlighted by the psychologists in Christofides and colleagues’ (2012) research 
but not by the staff in Summers’ (2006) study.  This could indicate that psychologists may 
be over-protective of the staff they are working with, however, it may also reflect that 
responses of staff may have been inhibited by self-presentation. 
Limitations.  Christofides and colleagues (2012) give a good account of the 
method employed, which included cross-checking the identified themes between 
researchers and with a sample of the participants.  However, although they state that data 
was collected until saturation was reached, it is not clear how this was decided.  It is also 
unclear how many participants needed to endorse an item before it was considered a 
‘theme’.  In contrast, Summers (2006) does not state whether data saturation was reached 
but does include how many staff endorsed each item.  For both studies it is possible that 
had they interviewed more participants, they might have identified further viewpoints, 
some of which may have deviated from the themes developed.  
The authors of both papers identify that they are advocates of using psychological 
formulation in teams, which may have influenced the interviews and analysis 
(Christofides et al., 2012; Summers, 2006).  Having an awareness of one’s stance reflects 
good practice in qualitative research and should help researchers to limit the impact of 
this.  However, it is still possible that their preconceived views affected results, for 
example in eliciting a self-presentation bias from participants (Summers, 2006).  
Interviewer effects are particularly pertinent in Summers’ (2006) study as the interviewer 
was not only pro-formulation but also in a position of power within the team.  However, 
the work does include a range of views, indicating that at least some participants felt able 
to speak critically (Summers, 2006). 
In Christofides and colleagues’ (2012) study, participants were self-selected in that 
they identified that they used psychological formulation in their teams and may therefore 
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give a disproportionately positive view.  Summers (2006) states that they sought a sample 
to include a wide range of opinions and staff disciplines, however how this was achieved 
is not explained.  Due to the small samples used, a failure to include a range of views may 
lead to large differences in the results, which is a possible limitation of these findings.  
 Both articles are vulnerable to the usual critique of small-scale qualitative research 
potentially not being generalizable to other samples or settings.  However as this is a new 
area of interest, using qualitative methods to explore views on the topic is appropriate and 
provides a useful starting point for further research.  These studies make an important 
start in developing our understanding of psychologists and MDT staff views of 
formulation, however a more rounded picture would include the perceptions of service 
users and carers. 
 Quantitative Research.  Only one article from the peer-reviewed literature 
employed quantitative methods.  This study analysed the impact of psychological 
formulations on staff attitudes towards service users in an inpatient setting before and 
after formulation meetings (Berry, Barrowclough, & Wearden, 2009).  Perceptions of 
service users were found to be less blaming and more optimistic.  This article primarily 
focused on changes in attitudes and paid less attention to issues around implementation.  
The one recommendation made for practice was aimed at the barrier identified in 
Summers’ (2006) study regarding the lack of impact on care, which they suggested may 
be improved by regularly developing and revising formulations with teams (Berry et al., 
2009).  This recommendation was made as a concluding statement based on the author’s 
opinion rather than on the findings of this research. 
 Limitations.  The authors acknowledge some limitations to this work, such as that 
the measures were repeated in a relatively short period of time and that although the forms 
were returned anonymously, responses may have been influenced by demand 
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characteristics.  Furthermore, thirty responses were analysed from seven meetings and 
multiple statistical tests were applied which inflates the possibility of making a type 1 
error (Berry et al., 2009).  No correction was applied to control for this as the authors 
argue that this may have led to important findings being missed (Berry et al., 2009), 
however it also limits the validity of their findings and means that they need to be 
replicated.  The authors note that non-specific factors may have accounted for some of the 
changes, such as having the space to reflect.  However, this study has made an initial 
contribution to developing our understanding of the benefits of team formulation, albeit 
with few recommendations for practice. 
 Theoretical Literature and Examples of Practice.  The remaining peer-
reviewed works were theoretical and examples of practice, most of which were illustrated 
with case examples.  The implementation issues identified are considered together below. 
Implementation issues.  A number of issues with implementing psychological 
formulation in teams were identified.  Firstly, the model presented by Kennedy (2008) 
involved CBT practitioners developing formulations and sharing them at ward rounds 
which was seen as problematic due to a lack of time and ward rounds not being the right 
environment to discuss formulations openly.  These issues may be due to problems 
integrating psychological approaches into settings which are currently dominated by the 
medical model which was highlighted by other authors (Hewitt, 2008; Johnstone, 2014).  
Confidentiality was seen as potentially blocking formulations from being 
developed and shared with appropriate people (Kennedy, 2008), which may limit their 
impact.  Those authors who discussed sharing formulations with service users also noted 
that this could be distressing for them (Johnstone, 2014; Whomsley, 2010).  
When implementing formulation through formulation specific meetings, further 
issues arose.  For example, Johnstone (2014) and Whomsley (2010) note that these 
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sessions can involve emotional and heated discussions, which need to be managed and 
that staff might question the value of formulation meetings if they were supposedly the 
‘experts’ (Hewitt, 2008).   
 Recommendations for practice.  Recommendations for practice included setting 
aside a designated time each week for meetings with an expectation for all staff to attend 
(Whomsley, 2010).  This may help to overcome the barriers identified by Kennedy (2008) 
around attending ward rounds being time-consuming and not conducive to open 
discussion.   
To facilitate sharing formulations, it was recommended that formulations should 
be typed up immediately after meetings and placed in service users files (Whomsley, 
2010).  Kennedy (2008) also suggests that the service user’s key worker is involved in 
formulation sessions and that agreement is sought for wider confidentiality in order to 
increase collaboration with other staff.  Furthermore, Whomsley (2010) recommends that 
as part of routine practice, each service user on the team’s caseload is formulated, 
although this is likely to be very difficult in teams with large caseloads.  To alleviate 
service user distress when sharing formulations, it was suggested that this should only be 
done when appropriate and using a tailored version (Johnstone, 2014). 
Several recommendations were aimed specifically at facilitating formulation 
meetings.  Both Whomsley (2010) and Johnstone (2014) recommend encouraging the 
participation of all group members and Johnstone (2014) recommends trying to find 
something helpful in every suggestion and emphasizing that there is no ‘right’ answer.  
This fits with Hewitt’s (2008) recommendation to acknowledge staff experience rather 
than taking the position of ‘expert’, as does Johnstone’s (2014) recommendation that team 
formulations should be presented as a more formalized version of what staff are doing 
already.  Similarly, Johnstone (2014) also recommends that facilitators must accept that 
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their view will not always prevail and that at times they will be unable to divert teams 
from unhelpful interventions.  In her view, this constitutes losing some battles in order to 
win the war, assuming that the war is to fight for a more psychologically-minded team.  
She therefore suggests more subtle challenges to the prevailing model, for example 
reflecting on what is meant by diagnostic labels (Johnstone, 2014).  
In order to manage group dynamics, it is recommended that the person facilitating 
is not one of the people that knows the client best (Whomsley, 2010) and that there is a 
co-facilitator keeping an eye on the group process (Johnstone, 2014).  This may help to 
keep sessions on track and identify the potential impact of group mood and processes.  
Furthermore, it is suggested that time is made for staff to express feelings and that these 
are validated, with the message that they are useful information as long as they are related 
back to the formulation (Johnstone, 2014).  Where team opinion has split, Johnstone 
(2014) recommends validating the differing perspectives as being part of the truth and 
trying to find a middle ground.  This may help to manage difficult feelings around service 
users and bring something productive out of emotive meetings. Another suggestion which 
may help with this is to encourage a non-blaming and compassionate stance, both towards 
staff and service users (Hewitt, 2008; Kennedy, 2008).  Johnstone (2014) also notes the 
importance of noticing what isn’t being said in order to name it and work with it rather 
than colluding with avoiding difficult subjects.   
Whomsley (2010) recommends using a template for meetings and to rotate the 
role of facilitator.  This may help staff to get involved and take ownership of 
formulations.  Furthermore, the use of a template may help to make the aims and rules of 
formulation meetings clear, as may staff training and supervision (Davenport, 2002).  
Kennedy also highlights the individual biases of formulators and recommendeds that 
practitioners make use of supervision and reflective practice (Kennedy, 2008). 
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Summary.  Together, the above theoretical literature and examples of practice 
identify the following barriers to implementing formulation in teams: 
1) Lack of time to develop and share formulations 
2) Difficulties integrating formulation meetings into services 
3) Need for wider consent 
4) Potential distress for service users when sharing formulations 
5) Attitudes and emotions of staff towards/in meetings 
Recommendations for practice were as follows: 
1) Have proper training and supervision for staff and psychologists   
2) Have a designated time for meetings with an expectation for all staff to attend  
3) Obtain consent for wider confidentiality  
4) Formulate each client on the team caseload 
5) Only share tailored versions of formulations with service users when 
appropriate 
6) Encourage the participation of all group members  
7) Have a template for meetings and to rotate the role of facilitator 
8) Keep an eye on group processes, emotions and avoidances 
Together, these works make many suggestions for practice, particularly for 
running formulation meetings.  It is notable that with so much to keep in mind, facilitating 
team formulation meetings could be an intimidating task (Shirley, 2010).  Involving other 
staff in developing formulations and facilitating meetings and not taking an ‘expert’ 
position is seen as important by a number of authors (Hewitt, 2008; Johnstone, 2014; 
Kennedy, 2008; Whomsley, 2010), however this was also seen as problematic when it led 
staff to question the value of meetings (Hewitt, 2008). 
	 134	
Limitations.  One limitation of these publications is that the authors have a special 
interest in team formulation, therefore their recommendations may be biased by their 
‘pro-formulation’ perspective.  Furthermore, each of the implementation issues and 
recommendations offered are based on the clinical experience and opinion of these 
authors rather than empirical evidence and therefore should be seen in this light.   
It is interesting that whilst none of the authors were focusing on implementation 
issues, those that identified them often focused on different areas.  For example, 
Whomsley (2010) made several recommendations on how to ensure that formulations 
were integrated into practice whereas Johnstone (2014) had many recommendations for 
facilitators.  These recommendations provide a good starting point for practice, however 
they need the support of empirical evidence to improve their credibility.  Most of the 
authors recognized that currently this practice is pragmatic and theory-led, and that 
research is needed to confirm the purported benefits to staff and service users (Hewitt, 
2008; Johnstone, 2014; Kennedy, 2008; Whomsley, 2010).  However, it was also 
recognized that evaluating a systemic intervention such as this which is likely to have 
some outcomes that are difficult to define and measure may prove challenging (Hewitt, 
2008).   
Grey Literature  
 All of the peer-reviewed articles cited work published in clinical newsletters and 
forums.  Grey literature is frequently excluded from systematic reviews due to the 
perception that it can be more time-consuming to identify and that the quality is often 
inferior or harder to assess (Hopewell, McDonald, Clarke, & Egger, 2007).  However, 
factors other than quality may influence whether findings are published, such as the 
interests of journals or the motivations of researchers and therefore excluding grey 
literature a priori may cause reviews to be biased and important insights to be lost 
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(Hopewell et al., 2007).  Since non-peer reviewed work such as reports of practice in 
clinical forums appears to hold the core of the literature on formulation in teams, this 
research was included but considered separately.  The implementation issues and 
recommendations for practice highlighted by this work are summarized in Table 3. 
Implementation issues.  Some of the authors identified issues regarding the 
practicalities of running formulation sessions.  For example, information from staff in 
meetings can be subjective and lacking in detail (Shirley, 2010) and if sessions lack 
structure, they may be dominated by staff emotions (Craven-Staines, Dexter-Smith and 
Li, 2010).  It was therefore recognized that facilitators and/or keyworkers must prepare 
for sessions and gather information, however that this along with attending the meetings 
themselves constituted a large time commitment (Craven-Staines et al., 2010).  A need for 
investment from the service as a whole was also identified by Wainwright and Bergin 
(2010) and Jackman (2013) and was seen as problematic due to limited time.   
 
Table 3  
 
Implementation issues and recommendations from grey literature 
 
Source Barriers Recommendations 
Qualitative  
Craven-Staines et 
al. (2010) 
• Staff emotions dominating  
• Lack of time 
 
• Complete sheets beforehand  
• Use set structure 
• Invest in proper training  
• Involve all staff and families  
• Allow team to take ownership 
Robson & 
Quayle (2009) 
• A lot of information  • Provide information before meeting 
and a summary  
 
Wainwright & 
Bergin (2010) 
• Staff not working as a team 
• Lack of time/resources 
• Lack of involvement of staff, 
Service Users and carers 
• Lack of influence on care 
 
Walton (2011) • Lack of/inconsistent influence on 
care 
• Ongoing consultation from 
psychologist 
   
Quantitative   
Hollingworth & 
Johnstone (2014) 
 • Collaborate with staff 
• Possibly follow a template  
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Kennedy et al. 
(2003) 
• Disagreements between staff 
 
• Discuss disagreements and amend 
   
Theoretical/ examples of practice  
Charlesworth 
(2010) 
• Managers feeling unable to allow 
staff the time  
• Staff feeling overwhelmed by 
service user histories  
• Difficulties using formulation to 
inform care 
• Service users can feel pressured  
• Include strengths and resilience 
 
Dexter-Smith 
(2010) 
• Staff feeling overwhelmed by 
service user histories  
• Difficulties using formulation to 
inform intervention 
• Reliance on psychologist 
• Requires a lot of initial input  
• Proper training and investment results 
in largest scale change  
• Use of diagrammatic formulation  
 
Jackman (2013) • Lack of commitment from 
service/hosting NHS trust 
 
• Have a shared framework 
• Co-ordinate information gathering  
• Involve clients where possible 
• Have mechanisms for dissemination 
and feedback 
• Achievable goals 
Lake (2008) None identified • Clear aims and structure  
• Gain support from influential 
members of team 
• Allow team to take ownership 
• Protect time for meetings 
• Gather information beforehand 
• Support and supervision needed for 
psychologist 
Shirley (2010) • Information from staff can be 
subjective and lack detail 
• Disagreements between psychologist 
and rest of MDT 
• Poor dissemination  
• Limitations of setting 
• Demands of facilitating 
• Involving carers and managers may 
inhibit  
• Involve managers in plan 
• Prepare beforehand 
• Build and maintain rapport  
• Have a clear framework 
• Involve all staff 
 
 
A lack of routine involvement of service users and carers was identified as an 
issue (Craven-Staines et al., 2010; Wainwright & Bergin, 2010).  However, other authors 
noted that some service users felt blamed or labeled as weak by formulations 
(Charlesworth, 2010).  Furthermore, attempts at inviting family members to formulation 
meetings found that this could inhibit open discussion (Shirley, 2010). 
Several authors also identified issues around involving staff.  For example, 
unqualified staff were at times left out which may mean that important information is lost 
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(Craven-Staines et al., 2010; Wainwright & Bergin, 2010).  Furthermore, Craven-Staines 
and colleagues (2010) note that staff may resist psychological formulations unless these 
are approached with sensitivity and several authors identify that difficulties can arise from 
disagreements between MDT staff and between psychologists and the rest of the MDT 
(Kennedy, Smalley & Harris, 2003; Shirley, 2010; Wainwright & Bergin, 2010).  Two of 
the authors reported the potential for staff to feel overwhelmed by service user’s histories, 
which may result in therapeutic nihilism (Charlesworth, 2010; Dexter-Smith, 2010). 
Not having the support of managers or other influential members of the team was 
seen as a barrier to implementation as this may lead staff to have difficulty justifying the 
time used to attend formulation meetings (Charlesworth, 2010; Lake, 2008).  However 
Shirley (2010) notes that involving managers in formulation meetings may inhibit open 
discussion. 
Shirley (2010) points out that facilitating can be daunting as it requires a range of 
skills including the ability to think on ones feet and deal with group dynamics, in addition 
to leading the formulation.  It is unsurprising then that non-psychologist staff often feel 
less confident developing formulations even after training (Charlesworth, 2010). 
However, psychology-led sessions are seen as unsustainable in terms of psychologist’s 
time and as reinforcing dependency on psychologists rather than promoting a 
psychologically-minded culture and enhancing the knowledge of the MDT (Dexter-Smith, 
2010).  Sharing the role of facilitator with other members of the MDT was seen as 
desirable, however the investment of time and money needed to enable the training 
required for this was seen as a barrier in itself (Dexter-Smith, 2010).  Furthermore, if staff 
do not feel that formulation meetings are an effective use of their time or do not have an 
adequate grasp of the task, it may be less desirable to hand over responsibility for the 
meetings to them.  
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Once more, the issue of formulations not being fed properly into care arose 
(Shirley, 2010; Wainwright & Bergin, 2010; Walton, 2011).  For example, Walton (2011) 
conducted a follow-up audit, which found that only 46% of the recommendations from 
formulation meetings were documented in electronic records as being attempted or 
completed.  Furthermore, lack of documentation in records may lead to dissemination via 
‘Chinese whispers’, which may impact on the effectiveness of recommendations (Shirley, 
2010).   
Recommendations.  A number of recommendations for implementation arose 
from these articles.  For example, investing in proper training was seen as leading to the 
largest scale culture change (Dexter-Smith, 2010) and for this reason psychologists should 
not offer ad hoc training (Craiven-Staines et al., 2010).  However, several of the authors 
did not identify a need for training beforehand, for example Jackman (2013) suggests that 
some of the key concepts can be introduced to staff during sessions.  Despite this, 
Jackman highlights that the proper implementation of formulation meetings will require 
commitment from all levels of the service and hosting NHS trust.  Following training, 
several authors emphasized the need for continued reflection and supervision for both 
psychologists and other MDT staff (Charlesworth, 2010; Lake, 2008; Walton, 2011).   
Some suggestions were made regarding the practicalities of meetings, for example 
Kennedy and colleagues (2003) suggest discussing formulations at handovers and 
formalizing them in ward rounds.  In contrast, Lake (2008) states that space for sessions 
needs to be protected, preferably at a time in which there are the fewest possible 
competing demands.  
In order to engage staff, it was seen as important to involve staff of all levels, 
including influential team members as well as unqualified workers and to step away 
enough for the team to take ownership of meetings (Craven-Staines et al., 2010; 
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Hollingworth & Johnstone, 2014, Lake, 2008; Shirley, 2010). Furthermore, it was 
suggested that beginning with the most complex clients may increase staff support if the 
formulation meetings help (Craven –Staines et al., 2010).   
Several of the authors mention having a pre-determined formulation and meeting 
template can be helpful for maintaining the focus for meetings and managing expectations 
(Charlesworth, 2010; Craven-Staines et al., 2010; Dexter-Smith, 2010; Jackman, 2013; 
Lake, 2008; Shirley, 2010).  Furthermore, using sheets for staff to complete with the 
family and client prior to sessions may save time (Craven-Staines et al., 2010).  However 
it was noted that information gathering needed to be properly co-ordinated to ensure that 
it was thorough (Jackman, 2013; Lake, 2008). Robson and Quayle (2009) felt that it may 
also be helpful to provide typed summaries before and after sessions.   
Following meetings, having a mechanism for sharing formulations was identified 
as enabling follow-through to care (Jackman, 2013).  These formulations should be 
worded so that other staff can understand them and feed back into them and service users 
should be involved where possible (Jackman, 2013).  Jackman (2013) also states that 
goals should be specific and achievable within the service and include a mechanism for 
follow-up evaluations and updates. Jackman (2013) saw the use of a framework as helpful 
in ensuring a consistent approach and giving confidence in decision-making. 
Recommendations for facilitating meetings included the need for clear leadership 
and the delegation of roles (Craven-Staines et al., 2010) and preparing for sessions by 
practicing or developing hypotheses beforehand (Shirley, 2010).  Within sessions, Shirley 
(2010) identifies the need to maintain a rapport and acknowledge the experiences of staff 
without colluding with harmful practices.  This will no doubt require the ability to think 
on one’s feet (Shirley, 2010).  Lake (2008) emphasized the importance of encouraging 
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exploration of new ideas rather than converging on views held by powerful group 
members.  
Summary.  The grey literature reviewed identify the following implementation 
issues for using formulation in teams: 
1) Information from staff can lack detail  
2) Staff emotions/disagreements can dominate sessions  
3) Lack of time to prepare for/attend meetings/run training 
4) Formulations may upset service users or overwhelm staff 
5) Involving carers or managers in meetings may inhibit discussion  
6) Lack of involvement of unqualified staff may mean information is lost 
7) Difficulties arising when influential people are unsupportive  
8) Potential lack of follow-through to care 
9) Potential lack of proper dissemination  
Recommendations for practice from the grey literature included the following:  
1) Invest in proper training with ongoing reflection and supervision  
2) Gain commitment from all levels of the service  
3) Prepare and gather information before meetings 
4) Build rapport and encourage exploration of new ideas  
5) Involve the whole team and allow them to take ownership 
6) Have mechanisms to disseminate, evaluate and update formulations 
7) Encourage feedback from staff and service users  
8) Develop specific goals that are achievable within the service  
In summary, the grey literature identifies a number of implementation issues and 
recommendations, which were at times based on divergent approaches to integrating 
formulation meetings into practice, for example by either feeding them into current 
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activities (Kennedy et al., 2003) or by developing and protecting their own space (Lake, 
2008). The recommendations from Jackman (2013) in particular relate to having 
appropriate structures to enable formulations to be integrated into services, which fits with 
the recommendation made by Shirley (2010), following Summers (2006) that 
formulations should be embedded in the core business of a unit.  Jackman (2013) offers a 
structure for future services and evaluations, which may help to bring more of a consensus 
on how best to conduct this work.   
Limitations.  Whilst these articles no doubt have important and useful insights to 
offer on using psychological formulation in teams, the majority of the suggestions made 
are not backed by empirical evidence.  This means that whilst readers can learn from the 
experiences of other clinicians, at present the majority of these remain practice-based 
evidence as opposed to evidence-based practice.  The largest sample used in any of the 
studies identified was in the thematic analysis conducted by Walton (2011) who looked 
for themes across 89 reports from formulation meetings.  A follow-up audit reported in 
this article identified that only 46% of recommendations from meetings were recorded as 
being attempted or completed in service user’s notes.  Follow-through to care is not 
adequately attended to in many of these articles and there may therefore be other 
implementation issues that have not been properly addressed.   
Limitations of the literature 
As noted, the majority of the literature available on this topic consists of clinical 
reports, audits and small-scale studies, many of which were not published in peer-
reviewed journals and therefore the conclusions must be viewed with caution.  Most of 
the reported barriers and recommendations for this kind of work remain reported at the ad 
hoc anecdotal level as they have not been the focus of any of this research nor evaluated 
formally.  Although these provide a valuable starting point, they remain the opinions of 
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authors and require empirical investigation.  In lieu of this, the issues and 
recommendations available in the literature are more vulnerable to bias from authors’ 
preconceived views, which may lead them to focus on the positive aspects of this kind of 
work rather than its problems.  Furthermore, the voices of service users and carers are 
noticeably absent in this review, which may mean that there are further implementation 
issues and recommendations to be identified through consultation with these groups.   
Discussion 
The key barriers to implementing formulation in teams identified in this review 
include difficulties introducing formulation within the pre-existing structures, especially if 
this was without active support from influential members of the service.  An important 
barrier to this was perceived as being the limited time available.  At the team level, there 
were issues around involving all members of staff and potential problems arising from the 
emotions, attitudes and expectations of MDT members.  Furthermore, a lack of clear 
structures for how best to conduct this work and feed it back to service users and into care 
planning was seen as potentially limiting its usefulness. 
The recommendations for practice highlighted the need to integrate formulation 
into services and invest in proper training and ongoing supervision for psychologists and 
MDT staff.  Key recommendations for integrating formulations into practice included 
having an appropriate time to discuss formulations, as well as mechanisms for feeding 
back, updating and evaluating recommendations for care.  The need to involve staff of all 
levels was highlighted by several authors and many recommendations were given on how 
to engage MDT members.  Furthermore, sharing formulations with service users where 
appropriate, encouraging feedback and obtaining their consent were all highlighted by this 
review. 
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Using formulation to inform the work of MDT’s is something that many 
psychologists see as beneficial (Christofides et al., 2012), however in a world dominated 
by evidence-based practice, it is surprising that so little rigorous empirical research has 
been published on this topic.  This is likely to be in part due to the difficulties with 
defining and measuring the diffuse purported benefits of team formulation such as 
‘culture change’ and isolating which elements are helpful or unhelpful.  Nevertheless, this 
is an important area for research if formulation in MDTs is to be given the time and 
support which the literature suggests it requires (Dexter-Smith, 2010; Jackman, 2013; 
Johnstone, 2014; Summers, 2006; Whomsley, 2010).   
It seems as though the practice of team formulation may have reached an impasse. 
Craven-Staines and colleagues (2010) urge clinicians not to provide ad hoc training and 
instead to think about the wider change that they are hoping to create.  In the Tees, Esk 
and Wear example (Dexter-Smith, 2010), team formulation was integrated at every level 
of the service, however, it is likely that more evidence of efficacy will be needed for this 
to become commonplace.  This research is currently lacking and may be difficult to obtain 
before formulation meetings are well developed and integrated into services.  Therefore, it 
is likely that more services will need to invest in developing the use of psychological 
formulation in MDTs with proper structures for evaluation in order to identify whether 
this work achieves what it claims to and if not, what might be preventing this.  Several 
authors have outlined models for how to integrate formulation into services (e.g. Jackman, 
2013; Whomsley, 2010), which may assist this work. 
A minority of the authors (e.g. Berry et al., 2009; Jackman, 2013; Kennedy, 2008) 
identified the need for structures so that staff and service users are able to give feedback 
and update formulations.  This may reflect that in many services, formulation is being 
implemented as a one-off event, rather than as a reflexive process.  Within one-to-one 
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interventions, formulations are constantly updated and difficult to isolate from other parts 
of therapy (Dallos, Stedmon & Johnstone, 2014).  A failure to update formulations in light 
of new information may limit the usefulness of this work and this therefore requires 
further attention. 
Of the peer-reviewed literature, the majority of it relates to inpatient or 
rehabilitation settings, which may limit the generalizability of these findings and their 
recommendations (Berry et al., 2009).  For example, staff in 24-hour inpatient units are 
likely to have much more detailed knowledge of service users on which to base their 
formulations (Kennedy, 2008) and formulating every service user seen by teams as 
suggested by Whomsley (2010) may be impossible for larger services.  Furthermore, the 
literature cited in this review focuses on adult and older adult settings, however it is noted 
by Johnstone (2014) that lessons might be learned from child and adolescent services 
where systemic consultation is more commonplace. 
 Potential issues also arise over the degree to which the psychologist should take 
the position of ‘expert’ in formulation meetings.  For example, in Christofides and 
colleagues’ (2012) study, many psychologists felt that other staff might react badly to this 
and emphasized the importance of acknowledging the experience of other staff members.  
However, services that have tried to hand more power to MDT staff have found that they 
may lack confidence in formulating (Charlesworth, 2010) or question the value of 
formulation sessions (Hewitt, 2008), although where there has been proper training and 
integration into services, it has been much more successful (Dexter-Smith, 2010). 
Furthermore, it has been noted that some staff may view formulations as being too 
speculative (Summers, 2006) or perceive them as being ‘fact’ (Christofides et al., 2012).  
Managing staff attitudes and expectations might be achieved through initial training, 
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however, it may be that ongoing supervision and consultation from psychologists is 
necessary (Johnstone, 2014).  
BPS guidelines on working psychologically in teams (Onyett, 2007) suggest that it 
can be problematic for psychologists from within a team to be involved in reflecting on 
team practices. Kennedy (2008) notes a number of organizational issues which may 
impact on care, such as the dominance of psychiatrists in decision-making, divisive views 
and target culture.  All of these have important implications and formulation meetings 
may help staff to reflect on these issues.  Indeed, it has been suggested that formulation 
meetings may enable teams to discuss problems openly, which may improve team 
functioning (e.g. Hollingworth & Johnstone, 2014; Onyett, 2007).  However, the ability of 
a psychologist who is embedded within the team to comment upon the system as a whole 
is perhaps a tall order.  Kennedy (2008) argues that issues such as clinician bias can be 
minimized through the use of supervision and reflection, however there may still be 
negative attitudes amongst other team members. 
No discussion of the use of formulation in MDT’s would be complete without 
acknowledging the political aspect to this work.  The examples given represent attempts 
to integrate psychological formulation within a system dominated by the medical model, 
however some authors argue that formulation should be seen as an alternative to 
psychiatric diagnosis (Johnstone, 2006).  Johnstone’s more recent position (Johnstone, 
2014) highlights team formulation as a way of shifting perspectives towards more 
psychological approaches, however it is possible that some members of staff may feel 
threatened by this and seek to undermine it.  It is worth considering how the different 
ways of using formulations in teams might be perceived by other members of staff.  For 
example, is the psychologist ‘chipping in’ seen as nagging or useful?  Are team 
formulation meetings valuable spaces to reflect or are they yet another commitment to fit 
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in?  Are they more than a space to reflect; are they genuinely impacting on the care that 
service users are receiving?  Answers to these questions may help to inform how clinical 
psychologists go about treading the fine line between integrating into teams and 
maintaining their professional identities. 
 Since implementation issues were not the focus of any of the pieces of work 
identified, some reading between the lines was needed to identify what was left unsaid.  
For example, often references were made to formulation meetings evoking difficult 
emotions (e.g. Johnstone, 2014; Whomsley, 2010) or to psychologists being unsure of 
how other members of staff would perceive formulations (Christofides et al., 2012), 
however little is made of this.  Further research on what kinds of problems psychologists 
have been confronted with when trying to use formulation in teams and how they have 
overcome them would allow clinicians to learn from each other’s practice. 
A minority of the papers stated that they had obtained the informed consent of 
service users for their cases to be discussed by the team (e.g. Hewitt, 2008; Kennedy, 
2008).  This raises a number of ethical and practical considerations as service users may 
be unaware that sensitive information about them is being discussed openly and recorded 
in their notes (Wainwright & Bergin, 2010).  In order to be truly collaborative, service 
users and/or their carers should be aware of formulations and have the opportunity to give 
feedback (e.g. Craiven-Staines et al., 2010; Davenport, 2002; Hollingworth & Johnstone, 
2014; Jackman, 2013; Johnstone, 2014; Kennedy et al., 2003; Shirley, 2010; Whomsley, 
2010).  Where it is not possible to obtain consent, the question arises over whether team 
formulation meetings are ethical (Whomsley, 2010). This may be alleviated if team 
formulation is built into routine practice and service users are made aware that their cases 
may be discussed in this way. 
Strengths and limitations of the findings 
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 Strengths of this review are that it employed a systematic approach to identify 
relevant work on team formulation in order to pool the existing views on implementation 
issues and recommendations.  The limitations of the current literature have been 
acknowledged which is not attended to by many of the authors cited. 
 However, there are some limitations to the methods employed for this review.  For 
example as previously acknowledged, the author relied heavily upon the assertions of the 
authors cited rather than empirical evidence and therefore recommendations should only 
be seen as clinical opinion. 
It is also notable that much of the literature cited did not come from the original 
search. This may be because authors have called team formulation something else, such as 
complex case consultation forums (Walton, 2011).  Therefore the author relied on 
reference screening to capture work that had not been found by the original search, 
however some relevant literature may have been missed.  
All of the included articles were published in the UK after 2002, despite these not 
having been specified in the inclusion criteria.  This is likely to be due to an increased 
emphasis of working systemically in teams in the UK clinical guidelines over recent years 
(e.g. Onyett, 2007; DCP, 2010).  However, it may also mean that before 2002 in the UK 
or currently outside of the UK, this work has been conducted but under a different name 
or structured around something other than psychological formulation, such as cultural 
formulation (Dinh, Groleau, Kirmayer, Rodriguez, & Bibeau, 2012) or MDT case 
discussion (e.g. Cohen & Merlino, 1983; Marin & Manning, 1985).  There may therefore 
be relevant implementation issues and recommendations identified in literature that 
focuses on work that is very similar which have not been included in this review. 
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Implications and future research 
In conclusion, there is currently very limited research on implementation issues 
and recommendations for team formulation, however a number of authors have shared 
their experiences from which other clinicians can learn.  A number of authors cited the 
need for psychological formulation to be embedded within services, however this may not 
happen until there is sufficient evidence in support of this.  The growing number of 
psychologists working in this way may enable further identification of issues on which to 
base recommendations for practice.  This could be facilitated by the adoption of a 
coherent framework across several services, which may allow greater comparisons and 
consensus on how best to implement these practices. 
Further research is needed on how psychological formulation is being 
implemented in MDT settings and how psychologists are overcoming barriers to the 
efficacy of this work.  This research might focus on facilitator’s experiences of running 
formulation meetings to explore these issues or on the experiences of service users and 
carers in teams where formulation is used.  Another question would be how well the 
recommendations from formulation meetings are fed into care planning and how best to 
ensure this.  Furthermore, since the need for support and supervision is highlighted, 
further research could investigate what support is currently available and the perceived 
implications of this. 
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Overview of Clinical Experience  
Year 1 
Adult Mental Health - Assessment and Treatment Service (1 year) 
I worked as part of a multidisciplinary team conducting mental health assessments, 
psychometric assessments and risk assessments. I developed collaborative formulations 
with service users meeting diagnostic criteria for a range of disorders including Complex 
Post-Traumatic Stress Disorder (C-PTSD), dissociative disorder, Obsessive-Compulsive 
Disorder (OCD), generalised anxiety, schizophrenia, psychosis and emotionally unstable 
personality disorder.  For this work, I drew on a range of models including Cognitive 
Behavioural Therapy (CBT), psycho-education and skills building, Cognitive Analytic 
Therapy, Acceptance and Commitment Therapy (ACT), mindfulness and person-centred 
counseling.  I was involved in developing and co-facilitating an ACT based group for 
people with experience of psychosis and co-facilitated team formulation meetings.  In 
addition, I attended an 8-week Mindfulness Based Cognitive Therapy (MBCT) course and 
a carers support group.  As part of this placement, I completed a service evaluation of a 
phase 1 trauma stabilisation group for service users diagnosed with C-PTSD.   
 
Year 2 
Community Learning Disability Team (6 months) 
I adapted my existing skills to meet the needs of service users with learning disabilities, 
for example by simplifying material and drawing on visual aids.  I drew on systemic, 
CBT, attachment and behavioural models to formulate and offer interventions for 
individuals presenting with a range of difficulties including choking phobia, hoarding, 
attachment difficulties, anxiety, anger, challenging behaviour, communication difficulties, 
and poor self-care. Several of these individuals were diagnosed with autistic spectrum 
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conditions (ASC). I involved staff and carers in assessments and interventions and offered 
indirect consultations, including team formulation.  In addition, I was involved in capacity 
assessments, including assessing capacity to refuse major surgeries and capacity to 
consent to sexual activity for a court report.  I also worked with an interpreter to 
undertake an assessment and consultation with a family.  
 
Child and Adolescent Mental Health Service (CAMHS) (6 months) 
I undertook assessments and interventions with young people across different stages of 
development and their families, as well as liaising with external agencies (e.g. schools). I 
worked with individuals who met diagnostic criteria for depression, social anxiety, eating 
disorder (anorexia and bulimia), OCD, PTSD and gender dysphoria, as well as with 
young people presenting with behavioural difficulties, self-harm, suicidal ideation, 
attachment difficulties and emotional intensity. My formulations and interventions were 
informed by CBT, systemic (e.g. narrative), attachment and third-wave models (e.g. ACT 
and mindfulness).  In addition to this, I was involved as a member of the reflecting team 
in two family therapy clinics and offered a focus group for STEPPS participants as part of 
a service evaluation.   
 
Year 3  
Older Adults (6 months) 
This placement was split between the Memory Assessment Service and the Later Life 
pathway of the mental health Assessment and Treatment Service.  I developed my 
assessment, formulation and therapeutic skills working with older people with enduring 
mental health difficulties (depression and anxiety) and those adjusting to later life issues 
(e.g. bereavement, retirement, declining physical health) and diagnoses of dementia.  This 
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included work with families and co-facilitating an information session on dementia, as 
well as providing consultation to a care home in-reach team and being involved in 
consultation directly to care homes.  For this work, I drew on CBT, Interpersonal Therapy 
(IPT), narrative, systemic, psychodynamic and Newcastle models.   In addition to this, I 
conducted a service evaluation, compiled resources and developed a template and 
handover for the care home in-reach consultations to improve continuity between trainees. 
 
Specialist Placement – CAMHS Family Therapy (6 months) 
I worked in a family therapy clinic as part of the reflecting team and as lead clinician for 
two cases.  There I applied systemic models (Maudsley model for Anorexia Nervosa, 
Milan and post-Milan), as well as narrative, CBT, behavioural and attachment models to 
assessment and interventions outside of the family therapy clinic. I worked with young 
people meeting diagnostic criteria for ASC, eating disorder (anorexia, bulimia and binge 
eating), depression, and anxiety disorders, as well as presenting with attachment 
difficulties, trauma, oppositional behaviour, self-harm, suicidal ideation, relationship 
difficulties, emotional intensity, learning disabilities and tics.  I also liaised with 
safeguarding agencies to ensure the safeguarding of children that I worked with. 
 
Experience in Neuropsychological Assessment 
Across all of my placements I gained experience using a range of neuropsychological 
assessments including the Wechsler Adult Intelligence Scale – fourth edition (WAIS-IV), 
Wechsler Intelligence Scale for Children – fourth edition (WISC-IV), Delis-Kaplan 
Executive Function System (D-KEFS), Wechsler Memory Scale – fourth edition (WMS-
IV), Test of Premorbid Functioning (TOPF), Visual Object Spatial Perception (VOSP) 
battery and the California Verbal Learning Test (CVLT). 
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PSYCHD CLINICAL PROGAMME 
TABLE OF ASSESSMENTS COMPLETED DURING TRAINING 
 
Year I Assessments 
ASSESSMENT TITLE 
WAIS-III Short report of WAIS-III data and practice 
administration 
 
Service-Related Project Evaluation of a pilot trauma stabilisation group for 
Complex Post Traumatic Stress Disorder (C-PTSD) 
 
Practice Case Report Practice Case Report: Cognitive-behavioural assessment 
and formulation with a female in her early twenties 
presenting with Obsessive-Compulsive Disorder (OCD) 
 
Problem Based Learning 
– Reflective Account 
 
PBL Reflective Account (Year One) 
Major Research Project 
Literature Review 
Using psychological formulation in multidisciplinary 
teams: What are the implementation issues and 
recommendations for practice? 
 
Adult – Case Report 1 Case report 1: Cognitive-behavioural assessment and 
formulation with a female in her early twenties 
presenting with Obsessive-Compulsive Disorder (OCD) 
 
Adult – Case Report 2 Case report 2: Phase 1 stabilisation and CAT-informed 
reformulation with a male in his late thirties presenting 
with symptoms of anxiety and dissociation 
 
Major Research Project 
Proposal 
What are clinical psychologists’ experiences of running 
team formulation meetings in multidisciplinary teams 
(MDTs)?: a thematic analysis of semi-structured 
interviews 
 
 
Year II Assessments 
ASSESSMENT TITLE 
Professional Issues 
Essay 
In relation to yourself critically explore the statement that 
clinical psychologists should “move away from 
psychiatric diagnoses…., which have significant 
conceptual and empirical limitations, and develop 
alternative approaches which recognise the centrality of 
the complex range of life experiences…” (Time for a 
Paradigm Shift, BPS, 2013). 
 
Problem Based 
Learning – Reflective 
PBL 2 reflective account 
	 156	
Account 
People with Learning 
Disabilities 
Psychometric report - Cognitive and functional 
assessment of a woman in her late twenties with a 
suspected learning disability 
 
Personal and 
Professional Learning 
Discussion Groups – 
Process Account 
 
PPLDG Process Account 
Child and Family – 
Oral Presentation of 
Clinical Activity 
Oral Presentation of Clinical Activity: Building 
relationship and working therapeutically with a parent-
child dyad 
 
 
Year III Assessments  
ASSESSMENT TITLE 
Major Research Project 
Empirical Paper 
Clinical Psychologists’ Experiences of moving towards 
using Team Formulation in Multidisciplinary Settings 
 
Personal and 
Professional Learning – 
Final Reflective 
Account 
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training 
Older People – Case 
Report 
An integrative grief-focused intervention with a woman 
in her mid-eighties with long-standing low mood. 
 
 	
